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HOME HEALTH SERVICES
USER'S MANUAL
UPDATE LOG

The purpose of this log is to provide a record of changes, additions, and

deletions in the User's Manual.

As sequentially numbered changes are received

and posted in the User's Manual, entry of the change number in the Tog is

. expected to provide the user with a mechanism for eliminating errors and

omissions.
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SECTION I - INTRODUCTION

I. INTRODUCTION

This new edition of the Kentucky Medicaid Program Home Health Services Manu-
al has been formulated with the intention of providing you, the provider,
with a useful tool for interpreting the procedures and policies of the Ken- -
tucky Medicaid Program. It has been designed to facilitate the processing
of your claims for services provided to qualified recipients of Medicaid.

This manual is intended to provide basic information concerning coverage,
billing, and policy. It will assist you in understanding what procedures
are reimbursable, and will also enable you to have your claims processed
with a minimum of time involved in processing rejections and making inqui-
ries. It has been arranged in a loose-leaf format, with a decimal page
numbering system which will allow policy and procedural changes to be trans-
mitted to you in a form which may be immediately incorporated “into the manu-
al (i.e., page 7.6 might be replaced by new pages 7.6 and 7.7).

Precise adherence to policy is imperative. In order that your claims may
be processed quickly and efficiently, it is extremely important that you
follow the policies as described in this manual. Any questions concerning
general agency policy should be directed to the Office of the Commissioner,
Department for Medicaid Services, Cabinet for Human Resources, 275 E. Main
Street, Frankfort, Kentucky 40621, or Phone (502) 564-4321. Questions con-
cerning the application or interpretation of agency policy with regard to
individual services should be directed to the Division of Program Services,
Department for Medicaid Services, Cabinet for Human Resources, 275 E. Main
Street, Frankfort, Kentucky 40621, or Phone (502) 564-6890. Questions con-—
cerning billing procedures or the specific status of claims should be di-
rected to EDS, P.0. Box 2009, Frankfort, KY 40602, or Phone (800) 756-7557
(In-State) or (502) 227-2525.

H
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SECTION I - INTRODUCTION
B. Fiscal Agent
Effective December 1, 1983, Electronic Data Systems (EDS) began provid-
ing fiscal agent services for the operation of the Kentucky Medicaid
Management Information System (MMIS). EDS receives and processes all
claims for medical services provided to Kentucky Medicaid recipients.
‘.\\ \\‘
“_
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SECTION II - KENTUCKY MEDICAID

II. KENTUCKY MEDICAID PROGRAM
A. General Information

The Kentucky Medicaid Program, is administered by the Cabinet for Hu-
man Resources, Department for Medicaid Services. The Medicaid Pro-
gram, identified as Title XIX of the Social Security Act, was enacted
in 1965, and operates according to a State Plan approved by the U.S.
Department of Health and Human Services.

Title XIX is a joint Federal and State assistance program which pro-
~vides payment for certain medical services rendered to Kentucky recipi-
ents who lack sufficient income or other resources to meet the cost of
such care. The basic objective of the Kentucky Medicaid Program is to
aid the medically indigent of Kentucky in obtaining quality medical

care.

~ As a provider of medical services, you must be aware that the Depart-
ment for Medicaid Services is bound by both Federal and State statutes
and regulations governing the administration of the State Plan. The
Department shall not reimburse you for any services not covered by the
plan. The state cannot be reimbursed by the federal government for
monies improperly paid to providers of non-covered unallowable medical
services.

The Kentucky Medicaid Program, Title XIX, Medicaid, is not to be con-
fused with Medicare. Medicare is a Federal provision, identified as
Title XVIII, basically serving persons 65 years of age and older, and
some disabled persons under that age.

The Kentucky Medicaid Program serves eligible recipients of all ages.
The coverage, either by Medicare or Medicaid, will be spec1f1ed in the
body of this manual.

TRANSMITTAL #19 Page 2.1
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SECTION II - KENTUCKY MEDICAID

Administrative Structure

The Department for Medicaid Services, within the Cabinet for Human
Resources, bears the responsibility for developing, maintaining, and
administering the policies and procedures, scopes of benefits, and
basis for reimbursement for the medical care aspects of the Program.
The Department for Medicaid Services makes the actual payments to the
providers of medical services, who have submitted claims for services
within the scope of covered benefits which have been rendered to eligi-
ble recipients.

Determination of the eligibility status of individuals and families
for Medicaid benefits is a responsibility of the local Department for
Social Insurance Offices, located in each county of the state.

Advisory Council

The Kentucky Medicaid Program is guided in policy-making decisions by
the Advisory Council for Medical Assistance. In accordance with the
conditions set forth in KRS 205.540, the Council is composed of eight-
een (18) members, including the Secretary of the Cabinet for Human
Resources, who serves as an ex officio member. The remaining seven-
teen (17) members are appointed by the Governor to four-year terms.
Ten (10) members represent the various professional groups providing
services to Program recipients, and are appointed from a list of three
(3) nominees submitted by the applicable professional associations.
The other seven (7) members are lay citizens.

In accordance with the statutes, the Advisory Council meets at least
every three (3) months and as often as deemed necessary to accomplish
their objectives.

In addition to the Advisory Council, the statutes make provision for a
five (5) or six (6) member technical advisory committee for certain
provider groups and recipients. Membership on the technical. advisory
committees is decided by the professional organization the technical
advisory committee represents. The technical advisory committees pro-
vide for a broad professional representation to the Advisory Council.

TRANSMITTAL #19 Page 2.2

.
R



CABINET FOR HUMAN RESOURCES
DEPARTMENT FOR MEDICAID SERVICES

HOME HEALTH SERVICES MANUAL

SECTION II - KENTUCKY MEDICAID

As necessary, the Advisory Council appoints subcommittees or ad hoc
committees responsible for studying specific issues and reporting
their findings and recommendations to the Council.

Policy

The basic objective of the Kentucky Medicaid Program is to assure the
availability and accessibility of quality medical care to eligibie
Program recipients.

The 1967 amendments to the Social Security Law stipulates that Title:
XIX Program have secondary liability for medical costs of Program re-
cipients. That is, if the patient has an insurance policy, veteran's
coverage, or other third party coverage of medical expenses, that par-
ty is primarily liable for the patient's medical expenses. The Medi-
caid Program has secondary liability. Accordingly, the provider of
service shall seek reimbursement from the third party groups for medi-
cal services rendered. If you, as the provider, should receive pay-
ment from Medicaid before knowing of the third party's 1iability, a
refund of that payment amount shall be made to Medicaid as the amount
payable by the Department shall be reduced by the amount of the third
party obligation.

In addition to statutory and regulatory provisions, several specific

policies have been established through the assistance of professional
advisory comnmittees. Principally, some of these policies are as fol-
Tows: -

A1l participating providers shall agree to provide services in compli-
ance with federal and state statutes regardliess of sex, race, creed,
religion, national origin, handicap or age.

TRANSMITTAL #19 Page 2.3
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Each medical professional is given the choice of whether or not to
participate in the Kentucky Medicaid Program. From those profession-
als who have chosen to participate, the recipient may choose the one
from whom he wishes to receive his medical care.

When the Department make payment for a covered services and the provid-
er accepts the payment made by the Department in accordance with the
Department's fee structure, the amounts paid shall be considered pay-
ment in full; and no bill for the same service shall be tendered to

the recipient, or payment for the same service accepted from the recip-
ient.

Providers of medical service attest by their signatures (not facsimi-
les) that the presented claims are valid and in good faith. Fraudu-
lent claims are punishable by fine and/or imprisonment. .

A1l claims and substantiating records are auditable by both the Govern- S
ment of the United States and the Commonwealth of Kentucky. RN

A1l claims and payments are subject to rules and regulations issued
from time to time by appropriate levels of federal and state legisla-
tive, judiciary and administrative branches.

A1l services to recipients of this Program shall be on a level of care
at least equal to that extended private patients, and normally expect-
ed of a person serving the public in a professional capacity.

ATl recipients of this Progrem are entitled to the same level of confi-
dentiality accorded patients NOT eligible for Medicaid benefits.

Professional services shall be periodically reviewed by peer groups
within a given medical speciality.

TRANSMITTAL 719 ' Page 2.4
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A1l services are reviewed for recipients and provider abuse. Willful
abuse by the provider may result in his suspension from Program partic-
ipation. Abuse by the recipient may result in surveillance of the
payable services he receives.

No claim shall be paid for services outside the scope of allowable
benefits within a particular specialty. Likewise, no claims shall be
paid for services that required, but did not have, prior authorization
by the Kentucky Medicaid Program.

No claims shall be paid for medically unnecessary items, services, or
supplies.

When a recipient makes payment for a covered service, and that payment

is accepted by the provider as either partial payment or payment in

full for that service, no responsibility for reimbursement shall at-
7~ tach to the Cabinet and no bill for the same service shall be paid b

the Cabinet. '
“E.  Public Law 92-603 (As Amended)

Section 1909. (a) Whoever—

(1) knowingly and willfully makes or causes to be made any
false statement or representation of a material fact in
any application for any benefit or payment under a
State plan approved under this title,

(2) at any time knowingly and willfully makes or causes to
be made any false statement or representation of a ma-
terial fact for use in determining rights to such bene-
fit or payment,

(3) having knowledge of the occurrence of any event affect-
ing
(A) his initial or continued right to any such benefit

or payment, or

TRANSMITTAL #19 Page 2.5
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SECTION II — KENTUCKY MEDICAID

(B) the initial or continued right to any such benefit
or payment of any other individual in whose behalf
he has applied for or is receiving such benefit or
payment, conceals or fails to disclose such event
with an intent fraudently to secure such benefit
or payment either in a greater amount or quantity
than is due or when no such benefit or payment is
authorized, or

(4) having made application to receive any such benefit or
payment for the use and benefit of another and having
received it, knowingly and willfully converts such bene-
Tit or payment or any part thereof to a use other than
for the use and benefit of such other person.

shall (i) in the case of such a statement, representation, con-
cealment, failure, or conversion by any person in connection with
the furnishing (by that person) of items or services for which
payment is or may be made under this title, be guilty of a felony
and upon conviction thereof fined not more than $25,000 or impris-
oned for not more than five years or both, or (ii) in the case of
such a statement, representation, concealment, failure, or conver-
sion by any other person, be guilty of a misdemeanor and upon con-—
viction thereof fined not more than $10,000 or imprisoned for not
more than one year, or both. In addition, in any case where an
individual who is otherwise eligible for assistance under a State
plan approved under this title is convicted of an offense under
the preceding provisions of this subsection, the State may at its
option (notwithstanding any other provision of this title or of
such plan) limit, restrict, or suspend the eligibility of that
individual for such period (not exceeding one year) as it deems
appropriate; but the imposition of a limitation, restriction, or
suspension with respect to the eligibility of any individual un-
der this sentence shall not affect the eleigibility of any other -
person for assistance under the plan, regardless of the relation-
ship between that individual and such other person.

(b)(1) Whoever knowingly and willfully solicits or receives
any remuneration (including any kickback, bribe, or rebate) di-
rectly or indirectly, overtly or covertly, in cash or in kind—,

TRANSMITTAL #19
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(A) in return for referring an individual to a person
for the furnishing or arranging for the furnishing of any
item or service for which payment may be made in whole or in
part under this title, or

(B)

in return for purchasing, leasing, ordering, or

arranging for or recommending purchasing, leasing, or
ordering any good, facility, service, or item for which
payment may be made in whole or in part under this ti-

tle,

shall be quilty of a felony and upon conviction thereof,

shall be fined not more than $25,000 or imprisoned for not

more than five years, or both. ‘

(2) Whoever knowingly and willfully offers or pays any remu-
neration (including any kickback, bribe, or rebate) directly or
indirectly, overtly or covertly, in cash or in kind to any person
to induce such person—

(A)

(B)

to refer an individual to a person for the furnish-
ing or arranging for the furnishing of any item or
service for which payment may be made in whole or
in part under this title, or

to purchase, lease, order, or arrange for or recom—
mend purchasing, leasing, or ordering any good,
facility, service, or item for which payment may

be made in whole or in part under this title,

shall be guilty of a felony and upon conviction
thereof shall be fined not more than $25,000 or
imprisoned for not more than five years, or both.

(3) Paragraphs (1) and (2) shall not apply to—

(A)

(B)

a discount or other reduction in price obtained by
a provider of services or other entity under this
title if the reduction in price is properly dis-
closed and appropriately reflected in the costs
claimed or charges made by the provider or entity
under this title; and

any amount paid by an employer to an employee (who
has a bona fide employment relationship with such
employer) for employment in the provision of cov-
ered items or services.

TRANSMITTAL #19
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(c) Whoever knowingly and willfully makes or causes to be
made, or induces or seeks to induce the making of, any
false statement or representation of a material fact
with respect to the conditions or operations of any
institution or facility in order that such institution
or facility may qualify (either upon initial certifica-
tion or upon recertification) as a hospital, skilled
nursing facility, intermediate care facility, or home
health agency (as tHose terms are employed in this ti-
tle) shall be guilty of a felony and upon conviction
thereof shall be fined not more than $25,000 or impris-
oned for not more than five years, or both.

(d) Whoever knowingly and willfully—

(1) charges, for any service provided to a patient under a
State plan approved under this title, money or other
consideration at a rate in excess of the rates estab-
lished by the State, or

(2) charges, solicits, accepts, or receives, in addition to

any amount otherwise required to be paid under a State plan ap-
proved under this title, any gift, money, donation, or other con-
sideration (other than a charitable, religious, or philanthropic
contribution from an organization or from a person unrelated to
the patient)— -

(A) as a precondition of admitting a patient to a hospi-

tal, skilled nursing facility, or intermediate care facili-
ty, or

(B) as a requirement for the patient's continued stay
in such a facility, when the cost of the services provided
therein to the patient is paid for (in whole or in part)
under the State plan, shall be guilty of a felony and upon
conviction thereof shall be fined not more than $25,000 or
imprisoned for not more than five years, or both.

TRANSMITTAL #19
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F. Appeal Process for Refund Requests

In the event of a refund request subsequent to a postpayment re-
view by the Surveillance and Utilization Review Branch (SURS),

the provider may appeal the Medicaid agency request in writing by
providing clarification and documentation that may alter the agen-
cy findings.

If there has been no written response within forty-five (45) days
of the refund request, assent to the findings shall be assumed.
If no arrangements for payment are made, the amount requested
shall be deducted from future payments.

Written clarification shall be sent to:

Director, Division of Program Services
Department for Medicaid Services
Cabinet for Human Resources

Third Floor East '

275 East Main Street

Frankfort, KY 40621

TRANSMITTAL #19 Page 2.9
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I1I. CONDITIONS OF PARTICIPATION
A. , Definition of Agency

A home health agency is a public agency or private organization, or
a subdivision of such an agency or organization, whose primary pur-
pose is to provide nursing services on an intermittent or part-time
basis and other therapeutic services such as: physical therapy,
speech pathology, occupational therapy, home health aide services,
medical social services, nutritional counseling services, and medi-
cal supplies. These services are provided within the scope and limi-
tations set forth by the patient's physician within a plan of treat-
ment.

In order to receive reimbursement from Medicaid for home health ser—
vices rendered to eligible recipients, the home health agency shall
be granted a Certificate of Need, be licensed as a home health agen-
cy, and be certified for participation under Title XVIII (Medicare)
and Title XIX (Medicaid).

Information and forms necessary to complete an application to partic-
ipate in Medicaid are:

Application for Participation (MAP-343); and

Provider Information Sheet (MAP-344)

Copy of Medicare certification

Electronic Media Billing Agreement, MAP-346 and Provider Agree-
ment Addendum (MAP-380) for electronic billing

I N
- » > .

The yellow copy of the Application for Participation (MAP-343) shall
be returned to the agency along with a cover letter indicating the
provider number, and -effective date of participation.

Questions regardfng enrollment may be addressed to the Provider En-
rollment Section, Department for Medicaid Services, 275 East Main
Street, Frankfort, Kentucky 40621, telephone: 502-564-3476.

TRANSMITTAL #19 Page 3.1
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Qut—-of-State Providers

The out—of-state provider, in addition to the participation require-
ments listed in A., shall specify whether services will be provided
inside Kentucky or in their own state. If services are provided in
Kentucky, the home health agency shall have a Kentucky Certificate

of Need and appropriate license. If the services are to be provided
in their own state, the home health agency shall be a Medicare-certi-
fied home health agency and have a license to operate in that state.

Change of Qwnership

The home health agency shall complete new participation agreement
forms whenever the agency has had a change of ownership. The infor-
mation and forms necessary to complete the application to partici-
pate in Medicaid are:

1. Application for Participation (MAP-343); and
2. Provider Information Sheet (MAP-344); and
3. Copy of Medicare certification

4. Electronic Media Billing Agreement, (MAP-346) and Provider
Agreement Addendum, (MAP-380) for electronic billing.

These forms shall be submitted along with a cover letter stating
that this represents a change of ownership, giving the old agency,
the name of the new agency and the effective date of the change.

Disclosure of Information (42 CFR 405, 420, 413 and 455) |

There are some requirements for disclosure of information by institu-
tions and organizations providing services under Medicare and Medi-
caid (Titles XVIII and XIX of the Social Security Act.) The Federal
regulations implement sections 3, 8, 9, and 15 of the Medicare-Medi-
caid Anti-Fraud and Abuse Amendments of 1977 (Public Law 95-142).

The portions applicable to Medicaid are outlined for you. The regu-
lations are significant and we suggest your attention to them.
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SECTION III - CONDITIONS OF PARTICIPATION

Of particular impact on Medicaid providers are the following:

1. The Secretary of the Department of Health and Human Servic-
es or the State agency may refuse to enter into or renew
an agreement with a provider if any of its owners, offi-
cers, directors, agents, or managing employees has been
convicted of criminal offenses involving any of the pro-
grams under Titles XVIII, XIX, or XX.

2. The Secretary or State agency may terminate an agreement
with a provider that failed to disclose fully and accurate-
ly the identity of any of its owners, officers, directors,
agents, or managing employees who have been convicted of a
program-related criminal offense at the time the agreement
was entered into.

3. The Secretary may have access to Medicaid provider records.

4. Providers are required to disclose certain information
about owners, employees, subcontractors, and suppliers.

In addition to these new requirements, the Federal regulations de-
tail revisions to existing sections on bankruptcy or insolvency and
provider agreements, and note information which may be requested
concerning business transactions.

E. Patient Consent Forms

Please be advised that neither the Office of Inspector General (Li-
censing and Regulation or Audits) nor Medicaid personnel are re-
quired to have completed patient consent forms prior to or upon re-
viewing or investigating patient records or provider records which
relate to the Kentucky Medicaid Program. (See Section III. H. Medi- -
cal Records of this Manual regarding inspection of records.
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F. Termination of Provider Participation

907 KAR 1:220 regulates the terms and conditions of provider partici-
pation and procedures for provider appeals. The Cabinet for Human
Resources determines the terms and conditions for participation of
vendors in the Kentucky Medicaid Program and may suspend, terminate,
deny or not renew a vendor's provider agreement for “good cause."
“Good cause" is defined as:

1. Misrepresenting or concealing facts in order to receive or to
enable others to receive benefits;

2. Furnishing or ordering services under Medicaid that are substan-
tially in excess of the recipient's needs or that fail to meet
professionally recognized health care standard;

3. Misrepresenting factors concerning a facility's qualifications
as a provider;

4. Failure to comply with the terms and conditions for vendor par-
ticipation in the program and to effectively render service to
recipients; or

5. Submitting false or questionable charges to the agency.

The Kentucky Medicaid Program may terminate the provider agreement
immediately for cause, or in accordance with federal requlations,
upon written notice served upon the provider by registered or certi-
fied mail with return receipt requested. Otherwise, the Kentucky
Medicaid Program shall notify a provider in writing at least thirty
(30) days prior to the effective date of any decision to terminate,
suspend, deny or not renew a provider agreement. The notice will
state:

1. The reasons for the decision;
2. The effective date;

3. The extent of its applicability to participation in the Medi
caid Program;
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4. The earliest date on which the Cabinet will accept a request
for reinstatement;

5. The requirements and procedures for reinstatement; and
6. The appeal rights available to the excluded party.

The provider receiving a notice may réquest an evidentiary hearing.
The request shall be in writing and made within five (5) days of
receipt of the notice.

The hearing shall be held within thirty (30) days of receipt of the
written request, and a decision shall be rendered within thirty (30)
days from the date all evidence and testimony is submitted. Techni-
cal rules of evidence shall not apply. The hearing shall be held
before an impartial decision-maker appointed by the Secretary for
Human Resources. When an evidentiary hearing is held, the provider
is entitled to the following. .

1. Timely written notice as to the basis of the adverse decision
and disclosure of the evidence upon which the decision was
based;

2. An opportunity to appear in person and introduce evidence to
refute the basis of the adverse decision;

3. Counsel representing the provider;

4. An opportunity to be heard in person, to call witnesses, and to
introduce documentary and other demonstrative evidence; and

5. An opportunity to cross—examine witnesses.

The written decision of the impartial hearing officer shall state

the reasons for the decision and the evidence upon which the determi-
nation is based. The decision of the hearing officer is the final
decision of the Cabinet for Human Resources.
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These procedures apply to any individual provider who has received
notice from the Cabinet of termination, suspension, denial or non-re-
newal of the provider agreement or of suspension from the Kentucky
Medicaid Program, except in the case of an adverse action taken un-
der Title XVIII {(Medicare), binding upon the Medicaid Program. Ad-
verse action taken against an individual provider under Medicare
shall be appealed through Medicare procedures.

G. Withdrawal of Participation

If a provider terminates Medicaid participation, written notice
shall be given to the Cabinet for Human Resources, Department for
Medicaid Services at least thirty (30) days prior to the effective
date of withdrawal. Payment may not be made for services or items
provided to recipients on or after the effective date of withdrawal.

H. Medical Records

Medical records shall substantiate the services billed to Medicaid
by the home health agency. The medical records shall be accurate
and appropriate. All records shall be signed and dated.

Medical records shall be maintained for a minimum of five (5) years
and for any additional time as may be necessary in the event of an
audit or other dispute. The records and any other information re-
garding payments claimed shall be maintained in an organized central
file and furnished to the Cabinet upon request and made available
for inspection and copying by Cabinet personnel. ‘

N
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I. Patient Rights

As required by the Medicare Program: Home Health Agencies: Condi-
tions of Participation (42 CFR part 484) and therefore, also the
Medicaid Program, there are certain rights to which home health pa-
tients are entitled and home health agencies shall promote and pro-
tect the rights of each individual under their care, including each
of the following rights:

1.

The right to be fully informed in advance about the care
and treatment to be furnished by the home health agency,
to be fully informed in advance of any changes in the care
or treatment to be furnished by the agency that may affect
the individual's well-being, and (except with respect to
an individual determined to be incompetent) to participate
in planning the care and treatment or changes in care or
treatment; .

The right to voice grievances without discrimination or
reprisal for voicing grievances with respect to. treatment
or care that is (or fails to be) furnished;

The right to confidentiality of the clinical records;
The right to have one's property treated with respect;

The right to be fully informed orally and in writing (in
advance of coming under the care of the agency) of;

A1l items and services furnished by (or under arrangements
with) the agency for which payment may be made under Medi-
care or Medicaid;

The coverage available for items and services under Medi-
care, Medicaid, and any other Federal program of which the
agency is reasonably aware;

Any charges for items and services not covered under Medi-
care or Medicaid and any charges the individual may have
to pay regarding items and services furnished by (or under
arrangements with) the agency; and
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Any changes in the charges or items and services for which
the individual may be liable.
6. The right to be fully informed in writing (in advance of
- coming under the care of the agency) of the individual's
rights and obligations under Medicaid.
7.  The right to be fully informed of the availability of the
State home health agency hotline.
It shall be the responsibility of the Division for Licensing and Regula-
tions, the Kentucky state survey agency, to assure compliance with the
Patients Rights requirements and standards for meeting these requirements
under the Medicaid Program. '
v
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J. Advanced Directives

Section 4751 of OBRA 1990 requires that adults, eighteen (18) years
of age or older, receive information concerning their right to make deci-
sions relative to their medical care. This includes 1) the right to ac-
cept or refuse medical or surgical treatment, 2) the right to execute a
living will, and 3) the right to grant a durable power of attorney for
their medical care to another individual.

These requirements were effective December 1, 1991, asvfol]ows, re-
gardless of payer source:

* A hospital shall give information at the time of the individu-
al's admission as an inpatient.

* A nursing facility shall give information at the time of the
individual's admission as a resident.

* A provider of home health care shall give information to the
individual in advance of the individual's coming under the care of the
‘provider. ,

* A hospice program providers shall give information at the time
of initial receipt of hospice care by the individual.

Additionally, providers shall

(a) Maintain written policies and
procedures with respect to all
adult individuals receiving
medical care by or through the
-provider or organization about
their rights under State law to
make decisions concerning medical
care, including the right to accept
or refuse medical or surgical
treatment and the right to formulate
advance directives;
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(b)

(c)

(d)

(e)

(f)

Provide written information to all

adult individuals on the provider's policies
concerning implementation of these

rights;

Document in the individual's
medical records whether or not the
individual has executed an advance
directive;

Not condition the provision of
care or otherwise discriminate
against an individual based on
whether or not the individual has
executed an advance directive;

Ensure compliance with requirements
of State Law (whether statutory or
recognized by the courts) concerning
advance directives; and

Provide (individually or with
others) for education for staff
and the community on issues
concerning advance directives.
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State law allows for a health care provider or agent of the provider
to object to the implementation of advance directives. For additional
information, refer to KRS 311.634 and KRS 311.982 or consult an attorney.

The following materials are included in the appendix of this manual.

1) Description of Kentucky laws regarding the
a) Living Will Act
b) Health Care Surrogate Act
- ¢) Durable Power of Attorney
2) Living Will Declaration
3) Designation of Health Care Surrogate
4)  Advance Directive Acknowledgment
5) Protocol

Thé cost of reproducing these materials in Medicaid-eligible individ-
uals shall be a Medicaid allowable cost for Medicaid-eligible individuals.

While the requirements for this process are listed above, providers
may choose to advise those individuals receiving services prior to Decem-
ber 1, 1991, regarding advance directives.

NOTE: Advanced directives apply for all home health recipients, even
those who are "“supply only" recipients through the Home Health
Program.
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Iv. SERVICES COVERED

Home health care is the provision of medical care and supportive services
to a sick or disabled person in his place of residence. The home health
agency is responsible for delivering this care to an eligible Medicaid
recipient. A large part of the medical care involves teaching the patient
or family, whenever possible, to be able to provide the care. Recipients
shall be accepted for treatment by the home health agency on the basis of
a reasonable expectation that the recipient's health needs may be ade-
quately met by the agency in the recipient's place of residence. All
services shall be medically reasonable and necessary to the treatment of
the recipient's illness or injury, and it shall be reasonable and neces-

-sary that the service be provided in the home setting. All recipients

shall have a home health plan of care and medical records which indicate
that the above requirements have been met.

Eligibility for Services

Home health services are available to eligible Kentucky Medicaid recipi-
ents regardless of age. Eligibility of a recipient for home health ser-
vices does not depend upon his need-for or discharge from institutional
care. Eligibility for home health aide services is not limited to recipi-
ents requiring nursing or therapy services. A recipient who requires

only home health aide services with the supervision, evaluation, and coor-
dination by the registered nurse , may be considered for coverage. This
would include the recipient with limitations due to senility or a psychi-
atric problem necessitating the provision of aide services. The supervi-
sion requirements for home health aide services shall be met, however,
with the supervisory visits considered as administrative cost and not
directly reimbursable. In order to be eligible to receive medical social
services, the recipient must also be receiving either nursing, therapy,

or home health aide services (refer to specific service covered section
(1Iv, B) for additional information regarding medical social services.)
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1. ELIGIBILITY CONSIDERATIONS - CONDITION OF RECIPIENT, SERVICES PROVIDED,
AND ABSENCES FROM THE HOME

The Medicaid Home Health Program does not require specifically that the
recipient be labeled essentially homebound in order to be eligible to
receive home health services. The medical condition of the recipient and
the services to be provided shall be considered when determining if it is
reasonable to request Medicaid reimbursement for home health services.
Recipients may be eligible for home health based on the following consid-
erations:

a. Medical condition of the recipient

The medical condition of the recipient shall be considered when de-
termining if it is reasonable and necessary to request Medicaid reim- o
bursement for home health services. There shall be a diagnosis of foR
illness or injury and there shall be medical care needs related to S
that diagnosis. Consideration shall be given to the degree of diffi-

culty the recipient has in getting around and making trips away from

his home (e.g. degree of fatigue, shortness of breath, sensory prob-

lems, and functional limitations); consideration shall be given to

the amount of assistance necessary to transport the recipient; and

consideration shall be given to the mental condition of the recipi-
ent. '

Examples of these considerations would be: a recipient who is para-
lyzed from a stroke and confined to a wheelchair could require con-
siderable assistance on the part of another person or a special van;
a recipient who is blind or senile could require the assistance of
another person in leaving his place of residence; the recipient who
has returned from a hospital stay involving surgery could be suffer—
ing from resultant weakness and pain, and therefore, have had his
activities restricted by the physician or by his medical condition;
a recipient with arteriosclerotic heart disease of such severity
that he must avoid all stress and physicial activity; and a recipi-
ent with psychiatric problems whose illness is manifested in part by
a refusal to leave his home environment or have his illness be of
such a nature that it would not be considered safe for him to leave
his place of residence unattended even if he has no physical limita-
tions. :
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Services to be Provided

The services to be provided shall also be considered when determin-
ing if it is reasonable to request Medicaid reimbursement for home

 health service. There are instances when it is appropriate that the

service be provided in the home setting. There are instances when
neither the fact that a recipient is able to be away from his home
with difficulty nor the purpose of his trips away from home would
have a bearing upon the appropriateness of providing home health
services under the Medicaid Program.

Examples of this consideration would be: A recipient requires only
personal care service which could be provided by the home health
aide;. the patient needs to be taught to perform a procedure that
most appropriately should be taught in the home setting where the
procedure is to be performed, such as colostomy irrigation or seif-
catherization; prefilling insulin syringes when the recipient is
unable to do this and there are no family members who can be taught;
or providing medically reasonable and necessary supplies.

Absences from the home shall be considered:

Evaluations are to be made of the frequency and purpose of the

trips, in light of the services required as a result of the medical
condition. Absences from the home for the purpose of receiving medi-
cal services do not necessarily preclude the provision of in-home
services. Some examples of specific considerations are: a recipi-
ent is required to go to dialysis three days a week but also needs
diabetic monitoring and insulin syringes filled once a week; a recip-
ient who is very functionally involved needs to go to the hospital
outpatient department for physical therapy because of the special
equipment available but also needs to continue to receive occupation-
al therapy at home; a recipient requires personal care services

which are only available in the home setting.
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Absences from the home for educational purposes would not
- prevent the recipient from receiving home health services if other
requirements have been met.

Lack of transportation is not a consideration for seeking Medicaid
reimbursement for home health services.

It is not the intent of the Medicaid Program that recipients never
leave their home for non-medical reasons. It is recognized that
people must be able to leave their homes on occasion even though it
does require a considerable and taxing effort.

It is the intent of the program, however, that reimbursement for the
more expensive in-home services not be requested if the recipient is
able to be away from his home and could receive these services in an
outpatient setting. To achieve this objective, a considerable
amount of responsibility rests with the home health agency to screen
the referrals received and assure that only those recipients who
qualify are accepted for services.

2. Definition of Place of Residence

The recipient's place of residence is wherever he makes his home. This
may be his own dwelling, an apartment, a relative's home, or a personal
care home. An institution which meets the definition of a hospital or
nursing facility, shall not be considered as the recipient's home for the
purpose of determining coverage for home health services. Additionally,
services rendered in a school, day care center, or Head Start center
shall not be considered valid places of service. Place of service shall
not be a nursing facility for Medicare coinsurance and deductible claims.
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Pian of Care

Recipients are accepted for treatment on the basis of a reasonable expec-
tation that the recipient's medical, nursing, and social needs can be met
adequately by the agency in the recipient's place of residence. Services
shall follow a written plan of care established and periodically reviewed
by a doctor of medicine, osteopathy, or podiatric medicine.

The plan of care is developed by the physician in consultation with appro-
priate professional agency staff. The plan of care shall contain all per-
tinent diagnoses including the recipient's mental status; services need-
ed, including supplies and equipment required; frequency of visits to be
made; prognosis; rehabilitation potential; functional limitations; activi-
ties permitted; nutritional requirements; medications and treatments; any
safety measures to protect against injury; instructions for timely dis-
charge or referral; and any other appropriate items. i
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Services provided before the physician signs the plan of care are consid-
ered to be provided under a plan established and approved by the physi-
cian if there is a verbal order for the care received prior to providing
the services and the verbal order is documented in the medical record.
The services shall be inciuded in a signed plan of care. If the physi-
cian refers a recipient under a verbal plan of care, the agency shall
forward its written record to the physician who shall sign and return it
to the agency. If the physician refers a recipient under a plan of care
that cannot be completed until after an evaluation visit, the physician
shall be consulted to approve additions or modifications to the original
plan. Any additions or modifications to the original plan of care are to
be indicated on a change of order form, signed by the physician and in-
cluded in the recertification. Orders for therapy services are to in-
clude the specific procedures and modalities to be used and the amount,
frequency, and duration of the therapy service.

A
i
A e

Drugs and treatments are administered by agency staff only as ordered by L
the physician. The nurse or therapist immediately records and signs oral
orders and obtains the physician's countersignature. Agency staff shall

check all medicines a recipient may be taking to identify possible inef-
fective drug therapy or adverse reactions, significant side effects, drug
aliergies and contraindicated medication, and promptly report any problem

to the physician.

R N
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The orders on the plan of care shall indicate the type of services to be
provided, nature of service, frequency of the service and expected dura-
tion. Orders for care can indicate a specific range in the frequency of
visits to ensure that the most appropriate level of service is provided.
When a range of visits is ordered, the upper limit of the range is to be
considered the specific frequency. It is not acceptable for the orders
to state 3x per week and PRN. This is not a specific order because the
number of weeks is not specified; PRN is open ended; and the nature of
the service is not specified. An example of an acceptable order would be
3x per week x4 weeks and PRN x2 to perform a specific service. Orders
for therapy services are to include the specific procedures and modali-
ties to be used and the amount, frequency and duration. The therapist
and other agency personnel shall participate in developing the plan of
care.

It is acceptable to utilize the same plan of care forms required by Medi-
care or another form which meets all licensure and certification require-
ments for a plan of care. The status of each recipient and the plan of
care shall be reviewed at such intervals as the severity of the recipi-
ent‘s illness requires but no less frequently than every two months, with
a maximum of sixty-two (62) days, by home health agency staff and the
physician. The physician shall sign and recertify the plan of care no
less frequently than every two months, with a maximum of sixty-two (62)
days. : :
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SPECIFIC SERVICES COVERED
The following services are included as covered services through the home

health services element of Medicaid when provided to an eligible recipi-
ent in-his place of residence and ordered by a physician in a plan of

1. Nursing Services

Part-time or intermittent nursing services, as defined in the Ken-
tucky Nursing Practice Act, are covered when provided by a regis-
tered nurse or a licensed practical nurse who is under the supervi-
sion of a registered nurse, according to the direction of the recipi-
ent's physician. The services shall require the skills of a regis-
tered nurse or a licensed practical nurse, and shall be reasonable
and necessary to the treatment of the patient‘s illness or injury.
Most recipients accepted for home health care will require more than
one visit; however, there may be some instances where a single visit
is all that is needed. A ONE TIME VISIT FOR GENERAL LABORATORY
SCREENING SERVICES, HOWEVER, IS NOT A COVERED SERVICE (FOR EXAMPLE,
SERVICES WHICH MIGHT BE PERFORMED ANNUALLY, SEMI-ANNUALLY, OR QUAR-
TERLY FOR PATIENTS IN PERSONAL CARE FACILITIES).

Coverage shall not be available for full-time nursing care under the
Kentucky Medicaid Home Health Program. Additionally, coverage for
daily nursing visits (except for unusual and complicated situations)
is limited to short periods of time. Short periods of time mey be
defined as up to thirty (30) days. Examples of daily nursing visits
would be as follows: daily visits to change a dressing following a
surgical procedure or to teach the patient or family; daily visits
to give insulin injections during the period of time when the agency
is training the recipient or a family member how to administer the
injections or when the agency is trying to make arrangements with
another person who is able and willing to administer the injections;
and administration of IV antibiotic therapy.
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Standard: Duties of the Registered Nurse.

The registered nurse makes the initial evaluation visit, requ-
larly re-evaluates the recipient's nursing needs, initiates the
plan of care and necessary revisions, furnishes those services
requiring substantial and specialized nursing skill, initiates
appropriate preventive and rehabilitative nursing procedures,
prepares clinical and progress notes, coordinates services,
informs the physician and other personnel of changes in the
recipient's condition and needs, counsels the recipient and
family in meeting nursing and related needs, participates in
inservice programs, supervises and teaches other nursing person-
nel and supervises the home health aide.

Standard: Duties of the Licensed Practical Nurse.

The licensed practical nurse provides services in accordance
with agency policies and the Kentucky Nursing Practice Act,
prepares clinical and progress notes, assists the physician and
registered nurse in performing specialized procedures, prepares
equipment and materials for treatments observing aseptic tech-
nique as required, and assists the recipient in learning appro-
priate self-care techniques.
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€. Specific Guidelines for Nursing Service.

Nursing services shall be medically reasonable and necessary
for the treatment of an illness or injury, and shall require
that they be performed by or under the direct supervision of a
licensed nurse. In determining whether a service requires that
it be performed by a nurse, consideration shall be given to the
inherent complexity of the services and the medical condition

S of the recipient. In many instances, the service may be classi-
fied as a nursing service on the basis of its complexity alone -
(i.e. intravenous or intramuscular injections, insertion of a
catheter). There are other instances where the nature of the
service AND the condition of a recipient would affect whether
the service may only be performed safely and effectively by
the nurse or is able to be performed by the home health aide or
a non-medical person. For example, the giving of a bath does
not generally require that it be performed by the licensed
nurse. Consequently, it would usually not constitute a covered
nursing service even though it may have been performed by a
nurse, unless the recipient's condition was of such severity

that it would not be safe for the service to be performed by
anyone but a nurse.
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Observation and Evaluation

Nursing visits ordered by the physician for observation and
evaluation of the recipient's condition may be covered provid-
ed: a reasonable probability exists that significant changes
may occur which would require the physician or nurse's service
to evaluate the need to change the plan of care; or the recipi-
ent's illness has become relatively stabilized but the physi-
cian determines a risk of future complications from the illness
or injury exists which could require the skilled observation
techniques of the nurse. Visits failing into this category
would be infrequent; for example, monthly for a limited period
of time. Frequent visits when no changes could be anticipated
shall not be considered medically reasonable or necessary.
Recipients or family members Should be taught to observe for
signs and symptoms of possible complications which should be
reported to the physician or the nurse. If a recipient's condi-
tion has not changed for several months, very careful considera-
tion should be given as to the necessity or reasonableness of
continuing service.

Psychiatric Service

The following guidelines relate to the provision of psychiatric
service through the Home Health Program.

It has been determined that supporting services including draw-
ing blood for serum lithium levels, administering Prolixin in-
jections, and monitoring medications for side effects may be
covered through the Home Health Program provided that:

(1) Recipient is not an active case of the community mental
health center and does not receive chemotherapy from a
community mental health center;
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(2) Recipient meets the eligibility criteria for home health
services; - .

(3) The service has been ordered by a physician;
(4) The service shall be medically reasonable and necessary.

It is the responsibility of the staff of the home health -agency
to verify that the recipient is not being followed by the commu-
nity mental health center, but rather by the referring physi-
cian.

Psychiatric services including counseling, psychotherapy or
other mental health related services will not be reimbursed
under the Home Health Program of the Department for Medicaid
Services. Community mental health centers are reimbursed to
provide these services either directly or through contractual
arrangements with the necessary follow-up required preventing
possible fragmentation of services. Home visits are a covered
service under the community mental health center program.

To avoid possible duplication of service, the home health agen-—
cy and the community mental health center would need to enter
into contractual arrangements to serve identified psychiatric
needs of the area. The community mental health center would
continue to be the primary responsible agency and any reimburse-
ment would be through the community mental heaith center ele-
ment of the Department for Medicaid Services to the community
mental health center.
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Examples of Some Specific Covered Nursing Services

1.  The pre-filling of insulin syringes with monitoring of the
recipient's diabetic condition may be a covered service
provided there is no one who can be taught to perform this
service.

2. Prefilling medication dispensing system when there is no
one who can be taught to perform the service.

Examples of Non-Covered Nursing Service

I. Nursing visits to perform glucometer testing are not cov-
ered as it generally does not require the skills of a
nurse to perform these tests.

Therapy Services

As appropriate, physical, occupational, or speech therapy may be
provided by the home health agency directly or under contractual
arrangement by a qualified therapist or a qualified therapist assis-—
tant under the supervision of a qualified therapist in accordance
with the plan of treatment. (Refer to Medicare Conditions of Partic-
ipation for Home Health Agencies 42 CFR Part 484.4 for qualifica-
tions of therapist and therapist assistant.) The qualified thera-
pist assists the physician in evaluating the level of function,
helps develop the plan of treatment (revising as necessary), pre-
pares clinical and progress notes, advises and consults with other
agency personnel and participates in inservice programs.
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A recipient may qualify under Medicaid requirements if any one of the

therapy services is needed, provided that the eligibility requirements

for Home Health Service are met. Refer to Eligibility Services Section
IV, A., pages 4.1-4.4.

a. Physical therapy shall include:

(1) Assisting the physician to evaluate the recipient for physical
therapy through the application of muscle, nerve, joint and
functional ability tests;
(2) Therapeutic exercise program by therapist including muscie
strengthening, neuromuscular facilitation, sitting and standing
balance and endurance, and increased range of motion;
(3) Gait evaluation and training; {KAE
(4) Transfer training and instructions in care and use of wheel- ~
chairs, braces, prosthesis, etc;
(5) Instruction in breathing exercises, percussion, postufai drain-
age, vibration for pulmonary functioning;
(6) Teaching compensatory technique to improve the level of indepen-
dence in activities of daily living; and
(7) Training and instructions for patient or family in setting up
and following a physical therapy program.
The services shall be reasonable and necessary for the recipient’s
condition and of such complexity that they must be performed by the
gualified therapist. A maintenance program shall be developed for
the performance of simple procedures which could be safely and effec-
tively provided by the recipient, family or home health aide.
~—
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b.  Occupational therapy shall include:

(1)

(2)

(3)

(4)

(5)

(6)

Assisting the physician to evaluate the recipient for occupa—
tional therapy services through the appropriate testing tech-
nique; ‘

Therapeutic exercise program provided by the therapist includ-
ing muscle strengthening, neuromuscular facilitation, sitting
and standing balance and endurance, and increased range of mo-

tion; )

Assisting recipients to obtain better coordination, use of sens-
es and perception

Instructing the recipient or family in setting up and following
an occupational therapy program;

Teaching compensatory technique to improve the level of indepen-
dence in activities of daily living; and

Designing and fitting orthotic and self-help devices (i.e.,
hand splints for the recipient with rheumatoid arthritis).

The services shall be reasonable and necessary for the recipient's
condition and shall be of such complexity that they must be per-
formed by the qualified therapist.

C. Speech pathology shall include:

(1) Assisting the physician to evaluate the recipient for speech

o

pathology service through the appropriate testing techniques;

TRANSMITTAL #19 Page 4.15



CABINET FOR HUMAN RESOURCES N
DEPARTMENT FOR MEDICAID SERVICES '
' HOME HEALTH SERVICES MANUAL

SECTION IV — SERVICES COVERED

(2) Determining and recommending appropriate speech,'language, hear-
ing, dysphagia and oral feeding services; :

(3) Providing necessary rehabilitative services for recipients with
speech, hearing, language, dysphagia and oral feeding disabili-
ties.

(4) Instructing the recipients and family in setting up and follow-
ing a speech pathology program.

The services shall be reasonable and necessary for the recipient's
condition and of such complexity that they must be performed by the
qualified therapist.

3. Home Health Aide Services

The home health aide provides services in accordance with the
care plan and under the written instructions for recipient care
and supervision provided by the registered nurse or therapist,
as appropriate. Home health aide service may be provided di-
rectly by the home health agency and by contractual arrange-
ments. The duties of the aide include: the performance of
simple procedures as an extension of therapy services; personal
care (i.e. bathing, shampoo, special foot care); range of mo-
tion exercises and ambulation; assistance with medications that
are ordinarily self-administered and which have been specifical-
ly ordered by the physician; reporting changes in the recipi-
ent’s condition and needs; and completing appropriate records.

- The home health aide may also perform incidental household ser-
vices which are essential to the recipient's health care at
home WHEN PROVIDED IN THE COURSE OF A REGULAR VISIT (i.e.,
straightening room, or changing linens). Domestic or housekeep—
ing services which are unrelated to the recipient's care are
not covered under the Medicaid Home Health Program.
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In order for the services of the home health aide to be consid-
ered reasonable and necessary, they must be services that the
recipient is either physically or mentally unable to do for
himself. It shall not be considered reasonable and necessary
for Medicaid to pay for services which the recipient can per—
form for himself but chooses not to perform.

Medicaid home health services are designed to address the needs
of the long-term, chronically i1l recipient as well as the
needs of the short-term, acutely ill recipient. For example,
" the recipient who mainly needs services of the home health’
aide, with the supervision, evaluation and coordination by the
registered nurse, may be considered for coverage under the home

health program.

SUPERVISION: The registered nurse or Licensed Physical Thera-
pist if physical therapy services are provided, shall make a
supervisory visit to the recipient's residence at least every
two weeks, either when the aide is present to observe and as-
sist, or when the aide is absent, to assess relationships and
determine whether goals are being met.

Visits made to evaluate the aide services or to supekvise or
“instruct the home health aide are considered (as) administra-
tive costs and are not directly reimbursable.
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TRAINING OF HOME HEALTH AIDES: The home health agency shall be
responsible for assuring that the home health aide meets the
training and competency evaluation or a competency evaluation
requirements as outlined in Conditions of Participation for
Home Health Agencies in 42 CFR Part 484.

4. Medical Social Services

Medical social services are a covered service when provided
under the direction of the physician's plan of care by a quali-
fied medical social worker or a qualified social work assistant
under the direction of a qualified social worker, as defined by
the Medicare Program: Home Health Agencies: Conditions of Par—
ticipation.

Responsibilities of the social worker are to:

a. assist the physician and other team members in understand-
ing the significant social and emotional factors related
to the health problems;

b. participate in the development of the plan of care;
€. prepare clinical and progress notes;

d. assist the recipient and family to understand, accept, and
.follow medical recommendations;

e. assist recipient and family to recognize and change person-
al and environmental difficulties which predispose toward
illness or interfere with obtaining maximum benefit from
medical care;

f. evaluate the need for and utilize other support resources
available within the community to enable the recipient. to
remain at home;
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g. participate in discharge planning and inservice programs;
h. act as a consultant to other agency personnel.

A recipient requiring ONLY medical social services shall not
meet Medicaid home health guidelines for coverage. If a recipi-
ent has been accepted for home health care under a plan of care
for medical social services in addition to other services (nurs-
ing, therapy or home health aide), coverage may continue for
completing the social work plan after the recipient's care plan
has been closed to other services, provided a recertification

is not due. A recipient shall not be recertified for medical
social services only.

Disposable Medical Supplies

Disposable medical supplies are a covered home health service.
Payment may be made for those medical supplies which are essen-
tial in providing the treatment which the physician has ordered
for the recipient and which are in keeping with accepted medi-
cal practice. The plan of care or recertification shall sup-
port the need for the supplies. When appropriate, the specific
items and directions for use must be included as part of the
physician's plan of care and recertification.
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Supplies, such as syringes, which are relatively inexpensive and are need-
ed frequently in the treatment of a recipient, are billed collectively by
the type of supply used. If the supplies are rarely used, they should be
considered part of the routine or “bag supplies” and are to be included

as administrative cost. The necessity for one swab, one band-aid or one 4
x 4 bandage should not initiate a request for payment.

Program funds have prohibited the indiscriminate reimbursement for sup-
plies from which the recipient might benefit. Reimbursement shall

be limited to the supplies actually used on the recipient and considered
within the norm of accepted practice. For example, an apron used by the
nurse, for protection of both the nurse and recipient, is not used on the
recipient as a part of the treatment, therefore, it shall not be consid-
ered as a covered medical supply. Gloves that are used in treatment of
an open wound requiring extensive handling of dressings, which would be
impractical to do with sterile forceps to prevent contamination, are con-
sidered reimbursable; however, gloves used for protection of the nurse or
aide shall not be billable as a covered medical supply, but are an allow-
able administrative cost.

The cost of supplies for personal hygiene is considered outside the ser—
vices covered under the home health program. Examples of items consid-
ered as used for personal hygiene would be; soap, shampoo, toothpaste,
toothbrush, wash cloths, towels, deodorant, and shaving lotion. Therapeu-
tic supplies including lotions or powders used in rendering nursing care
to a bedfast recipient are considered as reimbursable items, if deemed
essential in providing the degree of care which the physician has ordered
for the bedfast recipient.

In the event a recipient is not in need of home health visits but has a
condition that requires disposable medical supplies to maintain him in
the home, vendor payment may be made under the home heaith program. The
procedures required for coverage of these supplies through the home
health agency will be as follows:
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The physician shall certify that the disposable medical supplies are medi-
cally required. The physician is to sign and date a completed Certifica-
tion for Medical Supply Form (MAP-248). There may be instances where the
physician orders supplies on another type of form such as a prescription
form. It shall still be necessary for the agency to have the physician
sign and date the completed Certification for Medical Supply Form. A new
physician's certification is to be completed and signed every 6 months or
earlier if a change occurs in supplies requested.

When the services provided are limited to disposable medical supplies, it
is not required that the agency open a complete recipient record. Howev-
er, records shall be maintained which include the physician's certifica-
tion and orders, and any other pertinent information.

The UB-82 (HCFA-1450) is to be completed in the usual manner.
Examples of Covered Supplies Include But are Not Limited To:

—Adapters;

—-Applicators;

-Drainage supplies;

-Dressing supplies;

—-Catheter, ileostomy and ureostomy supplies;

-Colostomy supplies;

-Detection reagents for other than sugar or ketone;

-Diapers, underpads and incontinent pants (not covered before age 3);
—-Egg crate mattress; ' :
—tnema and elimination supplies including fleets enema or dulcolax suppos
tory;

-Gastrostomy supplies;

—Gloves (clean or sterile);

—-Inhalation therapy supplies;

-Irrigation solutions;

-1V therapy supplies including solutions unless a drug has been added to
the solution by the pharmacy in which case it should be billed by the
pharmacy;

TRANSMITTAL #19 Page 4.21



CABINET FOR HUMAN RESOURCES
DEPARTMENT FOR MEDICAID SERVICES

HOME HEALTH SERVICES MANUAL

SECTION IV - SERVICES COVERED

-Lambs wool pads or synthetic pads;

-Lotions - powders - cream (invalid or bedfast patient);
~Nipples (specially designed for cleft palate only);
~Inexpensive occupational therapy supplies including plastic utensil

holder and long arm reacher;
-Suction supplies;

-Support supplies including antiembolism stockings, support vest, support

gauntlet, or support glove;

-Syringes and needles (excluding insulin syringes for diabetic);

-Tracheostomy supplies;
~Tubing.

*DRUGS - NOTE: Drugs are not included as disposable medical supplies.

Payment is made by Medicaid for covered drugs through the pharmacy pro-
gram. The drugs are included on the Medicaid Drug List or approved by

the special Drug Pre-authorization Project.

for a copy of “Drug Preauthorization Policies and Procedures” from Pharma-

Please refer to Appendix XII

cy Services Manual. The telephone number for Drug Preauthorization is

(800) 756-7558 (in-state) and (502) 227-9073

6. Enteral Nutritional Products

(out of state).

Coverage shall be available through the Home Health Program for
enteral nutritional products. Enteral nutritional products may be
either ingested orally or delivered by tube into the gastrointesti-
nal track. Coverage shall be available for enteral nutritional
products which provide for the total nutrition of the recipient or
for supplemental nutrition. However, these products shall be cov-
ered when provided as an integral part of a treatment plan which the

physician has ordered for the recipient.

The recipient shall also

be receiving covered home health visits by at least one of the fol-
lowing disciplines; nursing, home health aide, physical therapy,

speech therapy, or occupational therapy.

These visits may be cov-

ered by Medicare, Medicaid, or an insurance policy. Coverage for
enteral nutritional products shall not be available as a “stand
alone" service as is possible for disposable medical supplies.
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The revenue code for enteral nutritional products is 279. For re-
porting purposes, these items shall report in the general disposable
medical supply category and be subject to the same reimbursement
principles and interim reimbursement rate established for disposable
medical supplies. ’

C. Exclusions from Coverage (Services and Supplies)

The following services and supplies are excluded from coverage under the
Department for Medicaid Services home health program:

6.

Domestic or housekeeping services which are unrelated to recipient
care;

Transportation services, i.e. from place of residence to a facility
to receive services;

Drugs;

Newborn or post-partum service without the presence of medical com-
plications except for the first week following a home delivery;

Disposable diapers shall not be covered before the recipient is 3
years of age regardless of medical condition. Age 3 and over dispos-
able diapers are covered if medical condition and diagnosis indicate

the need;

Services for which the recipient has no obligation to pay and for
which no other person has a legal obligation to pay.

D. Hospice Service Relation To Home Health

Home health services are not covered for recipients who have elected
to receive Medicare or Medicaid Hospice care when the service provid-
ed IS related to the terminal condition;
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When the service to be provided by the home health agency is NOT
related to the terminal illness an arrangement shall be made between
the hospice provider and the home health agency. In that case, the
hospice provider would notify Medicaid and request approval for the
home health service. A MAP-397 shall be sent to the home health
agency by the hospice provider and the home health agency shall
attach the MAP-397 to the home health bill for that particular ap-
proved service.)

E. End Stage Renal Disease (ESRD) Services Relation to Home Health

Payments shall not be made through the Home Health Program for ser-

vices provided in the home to end stage renal disease recipients

(ESRD) receiving dialysis either at the dialysis clinic or at home.

If the care provided to the recipient is dialysis related, that care

is the responsibility of the ESRD facility. An example would be S
treating an infected shunt site or epogen injection. Home health N
services which are not ESRD-related may be considered for the home

health recipient who is also receiving dialysis. Exampies would be

treating an abandoned shunt site or decubitus wound care.
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V.  REIMBURSEMENT

A.  REIMBURSEMENT POLICY

1.

Services Provided In-State

Home health agencies shall be reimbursed on the basis of a retro-

spective cost reimbursement system subject to upper limits estab-
lished by Medicaid. Each agency shall complete an annual cost
report. This report is used to establish the Medicaid reimburs-
able cost and the interim rates and shall be requested by the
Medicaid Program on an annual basis.

When a home health agency undergoes a change of ownership, the
new owner shall be recertified by the Medicaid Program and issued
a new vendor number; however, the new owner shall continue to be
reimbursed at the rates. in effect.

Home health agencies new in the program shall be paid seventy
percent (70%) of the Medicaid maximum rate, until a fiscal year
end cost report is available, not to exceed the Medicare upper
limits for home health visits. During this initial period, the
rate can be adjusted if the provider documents the justification
for a rate change by the submittal of a projected cost report.

Payments for covered home health services provided to eligible
recipients shall be made on the basis of an interim rate estab-
lished by Title XIX (Medicaid), subject to Program maximums. The
Medicaid interim rate shall be determined by utilizing Medicaid
costs and visits, and therefore may vary from the Medicare inter-
im rate. A cost settlement shall be compieted at the end of the
Agency's fiscal year. It shall be noted that the Title XVIII
Principles of Reimbursement shall be utilized as a basis for cost
settlement for areas not covered in the Title XIX Reimbursement
Manual. The agency shall bill their usual and customary reason-
able charge for all services, including disposable medical sup-
plies and enteral nutritional products. This is the agency's
charge to all recipients for the same or similar service.
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2. Services Provided Qut-of-State

Home health agencies that provide services outside the Common-
wealth of Kentucky shall be reimbursed the lower of their usual
and customary actual billed charge, Medicare upper limit or Ken-
tucky Medicaid upper limit. In addition, supplies and enteral
nutritional products shall be paid at 80% of the usua] and custom-
ary actual billed charge.

Reimbursable Home Visits

The following explanations are included to clarify the counting and
reimbursement of home health agency visits. A visit is a personal

- contact by a covered staff member of the home health agency or by

others under contract or arrangement with the home health agency in

the recipient’s place of residence, made for the purpose of providing
a home health service. Covered services are defined in Section IV, /
Services Covered. ~ RN

1. Evaluation Visit

An initial evaluation visit shall be made by the registered nurse
or therapist if therapy is the only service ordered. The evalua-
tion visit shall include any nursing procedures ordered by the
physician as well as (but not be limited to) the following: an
evaluation of the home situation; obtaining health information;
performing a health assessment; a determination of the ability of
the recipient to manage in meeting his needs in the absence of
the home health agency staff; a determination of the availability
of family members or other appropriate people to assist in the
care of the recipient as indicated; a determination that appropri-
ate physical facilities are avai]ab]e; and a determination that
the home health care which could be provided by the home health
agency would be an appropriate level of care for the recipient.
The evaluation visit is a directly reimbursable visit unless it
is determined that the recipient does not qualify for home health
services. Also, the evaluation visit shall not be billed to
Medicaid when the home health services are to be billed to Medi-
care.

g
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Most recipients accepted for home health care will require more
than one visit; however, there may be some instances where a sin-
gle visit to perform a service is all that is needed.

A one-time visit for general laboratory screening services, howev—
er, is not a covered service (for example, services which might

‘be performed annually, semi-annually, or quarterly for patients

in personal care facilities).
Counting of Visits

If one person or discipline visits the recipient's home more than
once during the day because the recipient's medical condition
required a second visit, it is counted as two visits. The only
discipline which shall bill for more than one visit per day is
nursing. Visits by nursing in excess of two per day are not cov-
ered.

If a visit is made by two or more disciplines from the Home

Health Agency for the purpose of providing separate and distinct
types of services, each is counted. Multiple visits to the recip-
ient's home on the same day should be closely evaluated by the
home health agency, and, whenever possible, coordination should

be worked out between agency staff so staff members will not be
visiting on the same day. This would provide the recipient with
more days of. contact with someone from the agency.

If a visit is made simultaneously by two or more persons from the
home health agency to provide a single service, for example where
one person supervises or instructs the other, it is counted as
one visit. If a visit is made to a residence containing two re-
cipients this would be counted as two visits only if separate and
distinct services were provided to both recipients (i.e., a medi-
cal social worker visits the home to assess the home situation
and the need for support services from the community, this would
be considered as a single service and should be counted as a vis-
it for only one of the recipients).
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Duplicate or Inappropriate Payments

Any duplicate or inappropriate payment by Medicaid, whether due to
erroneous billing or payment system faults, shall be refunded to Medi-
caid. Sufficient documentation and explanation of refund shall be
attached to the refund check in order to process the refund correct-
ly. Refund checks should be made payable to “Kentucky State Treasur-
er" and sent immediately to: .

EDS
P.0. Box 2009
Frankfort, KY 40602

ATTN: Cash/Finance Unit

Failure to refund a duplicate or inappropriate payment could be inter-
preted as fraud or abuse, and prosecuted as such. Please refer to
Section X, General Information-EDS, for further information.

ADJUSTMENT

An incorrect payment of an entire claim or line item would need to be
corrected through the adjustment process, and would not be refunded
unless the entire amount was billed in error. Please refer to Section
X, General Information-EDS, for further information.
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Kentucky Patient Access and Care System (KenPAC)

KenPAC is a statewide patient care system which, as an adjunct to the
Kentucky Medicaid Program, provides certain categories of medical re-
cipients with a primary physician or family doctor. Only those recipi-
ents who receive Medicaid under the Aid to Families with Dependent
Children (AFDC), or AFDC-related categories are covered by KenPAC.
Specifically excluded are: the aged, blind, and disabled categories

of recipients; nursing facility (NF) and personal care (PC) residents;
mental hospital patients; foster care cases; refugee cases; all spend-
down cases; and all Lock-In cases. To aid in distinguishing from regu-
lar Medicaid recipients, the KenPAC recipients will have a color—coded
Medicaid card with the name, address, and telephone number of their

primary care provider.

Primary physician specialists or groups.who may participate as primary
physicians are: .
General Practitioners Obstetricians Primary Physician Clinics
Family Practitioners Gynecologists Primary Care Centers
Pediatricians Internists Rural Health Clinics

Recipients may select a primary physician or clinic who agrees to par-
ticipate in Medicaid and KenPAC. Recipients not selecting a primary
physician will be assigned one within their home county. A primary
physician may serve up to 1,500 KenPAC recipients. Provider clinics
may serve up to 1,500 recipients for each full-time equivalent physi-
cian. Primary Care Centers and Rural Health Clinics may also be as-
signed recipients based on the number of Registered Nurse Practition-
ers they have on staff.
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KenPAC primary physicians and clinics must arrange for physician cover-
age 24 hours per day, seven days per week. A single 24 hour access
telephone number must be provided by the primary physician or clinic.
This number will be printed on the recipient's KenPAC Medical Assis-
tance Identification Card.

The following service categories shall be either provided by the prima-
ry physician or clinic or referred by the primary physician or clinic
in order to be reimbursed by Medicaid.

Physician (excludes ophthalmologists and psychiatrists)

Hospital (Inpatient) (excludes psychiatric and obstetrical admissions)

Hospital (Outpatient)

Laboratory Services

Nurse Anesthetists

Rural Health Clinic Services SN
Home Health _ Ot
Primary Care Centers.

Ambulatory Surgical Centers

Durable Medical Equipment

Obstetrical care, routine newborn care, and other Medicaid covered
services not included in the above list may be provided for the KenPAC
recipients without prior authorization. The recipient's MAID card
lists programs which are not regulated by the KenPAC system.

Services not included in the above list may be obtained by the KenPAC
recipient in the usual manner.

. =
~—
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Referrals may be made by the primary physician to another provider for
specialty care or for primary care during his absence. Home health
agencies will provide services on a referral basis. The home health
agency may receive the home health referral directly from the primary
physician or indirectly from the specialist to whom the primary physi-
cian has referred the recipient. No special authorization or referral
form is required other than the usual referral and plan of treatment
form utilized by the home health agency. However, to assure that pay-
ment will be made for the home health services, the primary physician
shall provide the home health agency with his Medicaid provider num-
ber, which must be entered in Block #45 of the UB-82 (HCFA-1480) bill-
ing form to signify that the service has been authorized.

After the primary physician's initial referral of a KenPAC recipient
to a specialist for ongoing treatment, the specialist shall not be
required to receive further specific authorizations for the duration
of the illness, or at the primary physician's discretion for a period
of time specified by the primary physician. The referral will include
necessary service provided by the specialist AND referrals made by the
specialist for related services for example home health services.

It is very important that the home health agency maintain ongoing con-
tact with the primary physician and in those situations where a spe-
cialist has made the referral, to assure that the recipient has not
changed primary care physicians and that home health services are
still indicated. The recipient's card should be examined at least
MONTHLY to assure that the name of the primary care physician contin-
ues to be the same as with the initial referral.
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Should problems arise where the recipient changes physicians in the
.middie of a home health recertification period and the home health
agency is continuing to provide services under the first physician's
two (2) months, maximum of sixty-two (62) days certification (recerti-
fication), the KenPAC Branch of Medicaid may be contacted for assis-
tance if the new physician will not honor the current certification of
the earlier primary physician or specialist to whom the primary physi-
cian referred.

~KenPAC does not alter the manner in which claims are submitted to
EDS. There are no new or additional forms associated with KenPAC;
however, we stress the importance of obtaining the primary care physi-
cian's provider number. IT IS MANDATORY THAT THIS NUMBER BE ENTERED
IN BLOCK #45 OF THE UB-82 FORM. OMISSION OF THIS NUMBER SHALL RESULT
IN A REJECTED CLAIM.

If you have further questions about the KenPAC Program you may write:

Manager, KenPAC Branch
Department for Medicaid Services
275 East Main Street

- Frankfort, KY 40621

Information and special authorization numbers may be obtained by call-
ing toll free 1-800-635-2570 (In-State) or 1-502-564-5198 (In-and Out-
of-State).
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VI. REIMBURSEMENT IN RELATION TOQ MEDICARE
A. General Information

The Medicare Program shall be billed for services which would be cov-
ered by the Medicare Program. The Medicaid program shall not be
billed for services which could have been covered by the Medicare Pro-
gram. It is the responsibility of the home health agency to keep
abreast of current Medicare coverage guidelines and bill according to
the guidelines.

1. Deductible and Coinsurance

a. The Medicaid Program will make payment to the home health
agency for the Medicare deductible and coinsurance due for
services provided by the home health agency.

a Services, including therapies, provided in a nursing facili-
ty are excluded from coverage. This will be edited through
post-payment review.

2. Billing Instructions

a. All necessary billing should be completed with the Medicare
Intermediary before any billing is submitted to EDS.

b. Upon receipt of Medicare's Remittance Advice, the home
health agency may bill EDS for the deductible and coinsur—
ance amount due for a Medicaid eligible recipient.

A1l Medicare deductible and coinsurance claims must be

billed on a UB-82 claim form with a copy of the Medicare
Remittance Advice attached.

Ve
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c. There may be several recipients listed on the Medicare Remit-
tance Advice. It is necessary to make a copy of the Medi-
care Remittance Advice to attach to the completed UB-82
claim form submitted to EDS. The recipient information on
the Medicare Remittance Advice for which the Medicare bill-
ing statement is applicable MUST be underlined in RED.

B. Recipients who are eligible for Medicare but the services have been
rejected by the Medicare Intermediary

A MAP-34 shall be completed and kept as a part of the recipient's

record whenever a recipient has been rejected by Medicare and the agen-—

cy will be billing the Medicaid Program for services provided. The

MAP-34 block which is Block 87 on the UB-82 shall be marked with a Y

to indicate that the MAP-34 is available in the recipient's record. A

new MAP-34 shall be completed whenever the reason changes or at least P
every 12 months. e

C. Reimbursement for a recipient who is eligible for Medicare when it has
been determined by Utilization Review that the services would not be
covered under the Medicare Program.

A MAP-34 shall be completed and kept as a part of the recipient's
record whenever a recipient has been rejected by Utilization Review
and the agency will be billing the Medicaid Program for services pro-
vided. The MAP-34 block which is Block 87 on the UB-82 must be marked
with a Y to indicate that the MAP-34 is available in tha recipient's
record. A new MAP-34 shall be completed whenever the reason changes
or at least every 12 months.

It is emphasized again that the Medicare Program has the primary lia—
bility to cover those services which meet the Medicare Program guide-
Tines. The Medicaid Program has the secondary liability in relation
to Medicare.
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VII. REIMBURSEMENT IN RELATION TO OTHER THIRD PARTY COVERAGE (EXCLUDING MEDICARE)
A. General Information
1. General

To expedite the Medicaid claims processing payment function, the
provider of Medicaid services shall actively participate in the
identification of third party resources for payment on behalf of
the recipient. At the time the provider obtains Medicaid billing
information from the recipient, it shall be determined if addi-
tional resources exist. Providers have an obligation to investi-
gate and to report the existence of other insurance or liabili-
ty. The provider‘s cooperation will enable the Kentucky Medicaid
program to function efficiently.

— 2. Identification of Third Party Resources
Pursuant to KRS 205.662, prior to billing the Kentucky Medicaid
Program, all participating providers shall submit billings for
medical services to a third party when the provider has prior
knowledge that a third party may be liable for payment of the
services.

In order to identify those recipients who may be covered through
a variety of health insurance resources, the provider should in-
quire if the recipient meets any of the following conditions:

—-If the recipient is married or working, inquire about
possible health insurance through the recipient's or
spouse's employer;

—-If the recipient is a minor, ask about insurance the
MOTHER, FATHER, OR GUARDIAN may carry on the recipient;
-In cases of active or retired military personnel, request
information about CHAMPUS coverage and social security

number of the policy holder;

—For people over 65 or disabled, seek a MEDICARE HIC
number;

—-Ask if the recipient has health insurance such as a MEDI
CARE SUPPLEMENT policy, CANCER, ACCIDENT, or INDEMNITY
policy, GROUP health or INDIVIDUAL insurance, etc.
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(EXCLUDING MEDICARE)

Examine the recipient's MAID card for an insurance code. If a
code indicates insurance coverage, question the recipient further
regarding the insurance.

Following is a Tist of the insurance codes on the MAID card:

— Part A, Medicare only

- Part A, Medicare Premium Paid

— Part B, Medicare only

— Both Parts A and B Medicare

— Both Parts A and B Medicare Premium Paid
- Blue Cross/Blue Shield

= Blue Cross/Blue Shield/Major Medical
— Private medical insurance

— Champus

- Health Maintenance Organization

= Unknown

- Other

- Absent Parent's insurance

-~ None

- United Mine Workers

P - Black Lung

A
R
B
C
S
D
E
F
G
H
J
K
L
M
N

Billing Instructions for Claims Involving Third Party Resources

The home health agency shall complete all billing with the third party
payer prior to billing EDS. After payment has been received from the
third party payer, the home health agency should complete a UB-82
claim as if they were preparing a regular home health claim. They
shall enter all of the services billed to the third party payer using
applicable revenue codes. Separate services shall be entered on sepa-
rate lines of the billing form as they would be entered on the regular
home health claim. The agency shall enter the total charges on the
claim in Block #53.
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(Total Claim Charge); enter the amount received from the third party
payer in Block #63 (Prior Payment).

NOTE: Effective with service dates of July 1, 1989, and after, no
payment shall be made for any deductible or coinsurance amounts due
for durable medical equipment, braces, or prosthetics incurred as the
result of billing an insurance company.

C. Forms of Documentation That Will Prevent a Claim From Denying For Oth-
er Insurance:

The following forms of documentation when attached to the claim will
prevent your claim from denying because of other health insurance:

1. Remittance statement from the insurance carrier that includes:

a. Recipient Name
b. Date(s) of service

¢. Billed information that matches the billed information on
the claim submitted to Medicaid.

d. An indication of denial or that the billed amount was ap-
plied to the deductible.

NOTE: Denials from insurance carriers stating additional
information necessary to process claim are not accept-
able.
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2. Letter from the insurance carrier that includes:

Recipient Name

Date(s) of services

Termination or effective date of coverage
Statement of benefits available (if applicable)

Signature of insurance representative or the letter must be
on the insurance company's letterhead.

3. Letter from a provider that states their office contacted the
insurance company by phone and provides the following information:

da.

e.

f.

Recipient Name o
Date(s) of service

Name of Insurance Carrier

Name of Insurance Representative spoken to and their phone

number (or notation indicating a voice automated response

system was reached)

Termination or effective date of coverage

Statement of benefits available (if applicable)

4. A copy of a prior remittance advice from an insurance company,
- can be considered an acceptable form of documentation if it is:

d.

for the same recipient
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b.  for the same or related service being bilied on the claim

c. the date of service specified on the remittance advice is no
more than six (6) months prior to the claim's date of service

If the remittance advice does not provide a date of service then

the denial can only be acceptable by EDS if the date of the remit-
tance advice is no more than six (6) months from the claim's date -
of service.

How Other Health Insurance Information Documentation Sent With Claims
Is Used To Update Medicaid's Recipient Eligibility Files

_ When a claim is received for a recipient whose eligibility file indi-

cates other health insurance that is active and applicable for the
dates of services, types of service being billed and no payment from
other sources is entered on the Medicaid claim form, the claim is auto-
matically denied; unless documentation is attached.

EDS will review any documentation attached to a claim to determine
whether it meets the above described criteria so that they can avoid
denying a claim because of the recipient's other health insurance.

If the documentation is acceptable, copies of the documentation are
made and forwarded to the third party unit at EDS.

If the documentation is from the insurance company, EDS will update
the recipient's eligibility file to reflect the correct dates of cover-
age, type of coverage, etc.
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When EDS receives documentation that is sufficient to process your
claim, but is missing information needed to update the recipient file
such as the specific date of termination, a questionnaire is sent to
the insurance carrier asking them to supply the missing information.
The recipient‘s file cannot be updated until a response is received
from the insurance carrier, so all claims for the recipient will con-
tinue to require that documentation be attached.

When EDS receives copies of any documentation that does not include
written verification from the insurance carrier of the change, a ques-
tionnaire is sent to the insurance carrier asking them to verify the
change requested in the provider's letter. The recipient's file can-
not be updated until a response is received from the insurance carri-
er, so all claims for the recipient will continue to require that docu-
mentation be attached. This is why it is best to submit written veri-
fication from the insurance carrier so that not only can the claim be
processed, but the recipient's file can be updated promptly.

When You Bill the Insurance Carrier and Cannot Receive a Response With-
in 120 Days.

Another situation that may occur is when the other health insurance
has not responded to a provider's billing within 120 days from the
date of filing a claim. This process can only be used if a provider
has “no response" and should not be used if a response has been re-
ceived, but no payment has been.

Complete a TPL Lead Form and write “No Response in 120 Days" on either
the TPL Lead Form or the claim form, attach it to the claim and submit
1t to EDS. EDS will override the other health insurance edits and
forward a copy of the TPL Lead Form to their Third Party Unit who will
contact the insurance carrier to see why they have not paid their por-
tion of liability.
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F. Accident and Work Related Claims

For claims billed to Medicaid that are related to an accident or work
related incident, the provider shall pursue information relating to
the accident. If an employer, individual or an insurance carrier is a
liable party, but the liability has not been determined, you may pro-
ceed with submitting your claim to EDS if you provide any information
obtained; the names of attorneys, other involved parties and the recip-
ient's employer to:. .

EDS

P.0. Box 2009
Frankfort, KY 40602
ATTN: TPL Unit

If you have any questions concerning how to submit your claims when
other insurance is involved you may contact the EDS Provider Relations
Unit at 1-800-756-7557 for assistance.

G. Medicaid Payment for Claims Involving a Third Party

Claims meeting the requirements for Medicaid Program payment shall be
paid in the following manner if a third party payment is identified on
the claim.

The amount paid by the third party shall be deducted from the Medicaid
allowed amount and the difference paid to the provider. If the third
party payment amount exceeds the Medicaid allowed amount, the result-
ing Medicaid payment will be zero. Recipients may not be billed for
any difference between the billed amount and Medicaid payment amount.
Providers shall accept Medicaid payment as payment in full.
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If the claims for a recipient are payable by a third party resource
which was not pursued by the provider, the claim will be denied.
Along with a third party insurance denial explanation, the name and
address of the insurance company, the name of the policy holder, and
the policy number will be indicated. The provider shall pursue pay-
ment with this third party resource before billing Medicaid again.

If you have questions, please write to EDS, -P.0. Box 2009, Frankfort,

Kentucky 40602, Attention: Third Party Unit, or call (800) 756-7557
(In-State) or (502) 227-2525.

4
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VIII. COMPLETION OF INVOICE FORM

A.

General

The UB-82 (HCFA-1450) is used to bill for services rendered by a home
health agency to eligible Medicaid recipients. Typing of the invoice -
form is strongly urged, since an invoice cannot be processed and paid
unless the information supplied is complete and legible.

The original of the two part invoice set should be submitted to EDS as
soon as possible after service is provided. The carbon copy of the
invoice should be retained by the provider's office as a record of
claim submittal.

Invoices should be mailed to:

EDS
P.0. Box 2045
Frankfort, Kentucky 40602

1. General Billing Instructions

a. The UB-82 (HCFA-1450) shall be used in billing for all cov-
ered services provided to eligible Medicaid recipients.
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Claims for covered services shall be received by EDS within
twelve (12) months from the date of service. Claims with
service dates more than twelve (12) months old may be consid-
ered for processing only with appropriate documentation such
as one or more of the following: Remittance Statements no
more than 12 months of age which verify timely billing; back-
dated MAID cards with “Backdated Card" written on the at—
tached claim; Social Security documents; correspondence de-
scribing extenuating circumstances; Action Sheets, Return to
Provider Letters; Medicare Explanation of Medical Benefits,
etc.

A single billing statement shall not include services provid-
ed in different calendar months.

Services provided in different fiscal years of the agency
SHALL be billed on separate billing statements.

A separate billing statement shall be used for each recipient.
A separate line shall be completed for each covered home
health service. A single billing statement may inciude charg-
es for more than one home health service. :

The type of bill for the home health program is 331.

The UB-82 (HCFA-1450) shall be completed in duplicate. The

original is to be forwarded to EDS and the copy is to be re-
tained for the agency's file.
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i. The Medicaid recipient's Medical Assistance Identification
Card should be examined each time home health services are
provided or at least monthly to assure that the home health
agency has the correct spelling of the recipient's name and
‘the correct Medical Assistance Identification Number (MAID
Number). The home health agency should ascertain that the
recipient was eligible for service on the dates that the ser-
vices were provided and that the name and MAID number entered
on the billing statement are exactly as they appear on the
current Medical Assistance Identification Card.

B. Completion of the UB-82 (HCFA-1450)

An example of a UB-82 (HCFA-1450) is shown in the appendix. Instructions
for the proper completion of this form are presented below.

BLOCK NO. ITEM DESCRIPTION
1 PROVIDER NAME, ADDRESS, AND TELEPHONE NUMBER

Enter the complete name and address of the provider. The telephone
number, including area code, is desired.

3 PATIENT CONTROL NUMBER

Enter the patient control number assigned by the provider. The first
seven digits will appear on the Remittance Statement as the invoice

number.
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15

21

22

TYPE OF BILL

Enter the appropriate 3 digit code to indicate the type of bill. The
type of bill for Home Health Services is 331.

MEDICAID PROVIDER NUMBER

Enter the provider's 8 digit provider number assigned by Kentucky Medi-
caid. .

ADMISSION DATE

Enter the date on which the recipient was admitted to the Home Health
Program in month, day, year sequence and in numeric format. For exam-
ple: 01/03/92.

PATIENT STATUS CODE S
s

Enter the appropriate 2 digit patient status code indicating the dispo- N

sition of the recipient as of the “through" date in item #22.

Code Structure

01 - Discharge-Home

02 - Discharge to Hospital

03 - Discharge to Nursing Facility - NF

20 - Expired

30 - Stil1l patient of this agency

. STATEMENT COVERS PERIOD

Enter the “from" and “through" date in numeric month, day and year for-

mat. The billing period cannot exceed one calendar month per claim.
N
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28 OCCURRENCE CODES AND DATES

If the services rendered were required as the result of ‘an accident,
enter an 01 in this block; otherwise, leave blank.

44 SPECIAL PROGRAM INDICATOR

Enter an 01 if the services were provided as direct consequence of the
recipient being referred to you as the result of an Early and Periodic
Screening, Diagnosis and Treatment examination.

45 REFERRING PROVIDER'S MEDICAID NUMBER

Referring provider's number is required for KenPAC recipients. Enter
the 8-digit Kentucky Medicaid number of the referring KenPAC provider.

50 DESCRIPTION

Enter the standard abbreviations assigned to each revenue category.

51 REVENUE CODES

Enter the 3 digit code identifying specific services. The Kentucky
Medicaid Program covered revenue codes are as follows:

SERVICE 'REVENUE CODE
Disposable Medical Supplies 270
Nutritional Enteral Products 279

Physical Therapy 420
Occupational Therapy 430
Speech Therapy 440
Nursing 550
Medical Social Service - 560
Home Health Aide 570
Total 001
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52

53

57

60

61

63

UNITS

Enter the quantitative measure of services provided per revenue code.

TOTAL CHARGES

Enter the total charges pertaining to the related revenue codes for the
billing period. The detailed amounts, by revenue codes, must equal the
entry “total charges“. Revenue code 001 shall be the final entry in
column 53.

PAYER IDENTIFICATION

Enter the names of payer organizations from which the provider expects
payment. A1l other liable payers, including Medicare, shall be billed
first.

*The Medicaid Program is payer of last resort.
DEDUCTIBLE (MEDICARE CROSSOVER CLAIMS)

Enter the amount as shown on the Medicare EOMB to be applied to the
recipient's deductible amount due. Attach Medicare Documentation.

CO-INSURANCE (MEDICARE CROSSOVER CLAIMS)

Enter the amount as shown on the Medicare EQMB to be applied toward the
recipient’s coinsurance amount due. Attach Medicare Documentation.

PRIOR PAYMENTS

Enter the amount the provider has received toward payment of the ac-
count prior to the billing date. Spend-down amount and third party
payment shall be entered in this area. Do not enter the Medicare pay-
ment.
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65

68

77

78-81

87

95

96

INSURED'S NAME

Enter the insured‘s name in 65 A, B and C that relates to the payer in
57 A, B and C. Enter the recipient’s name exactly as it appears on the
Medical Assistance Identification (MAID) card in last name, first name,
and middle initial format.

IDENTIFICATION NUMBER

Enter the insured's identification number in 68 A, B and C that relates
to the insured's name in 65 A, B and C. Enter the 10 digit Medical
Assistance identification number exactly as it appears on the Medical
Assistance Identification (MAID) card.

PRINCIPAL DIAGNOSIS CODE

Enter the ICD-9-CM, Vol. 1 and 2 code describing the principal diagno-
sis.

OTHER DIAGNOSIS CODES

Enter the ICD-9-CM, Vol. 1 and 2 codes that co-exist at the time the
service is provided.

PRO — MAP-34 INDICATOR

Enter a “Y" whenever a MAP-34 form has been completed in relation to
the services billed on the UB-82 and is available in the recipient's
record.

PROVIDER CERTIFICATION AND SIGNATURE

The actual signature of the provider's authorized representative is
required. Stamped or typed signatures are not accepted.

DATE BILL SUBMITTED

Enter the date in month, day, year numeric format that the UB-82 form
was completed and signed.
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C. Bi]lingllnstructions for Claims with Service Dates Over 1 Year 0ld

Medicaid claims shall be filed within one year of the date of service.
Medicaid and Medicare crossovers shall be filed within one year of the
~date of service OR within six months of the Medicare Adjudication Date,
whichever is longer. To process claims beyond this limit you shall
attach, to EACH claim form involved, a copy of an in-process or denied
claim remittance, no more than 12 months of age, which verifies that
the original claim was submitted within 12 months of the service date.

Copies of previously submitted claim forms, providers' in-house records of
claim submittal, letters which merely detail filing dates are NOT acceptable
documentation of timely billing. Attachments must prove that the claim was
RECEIVED timely by EDS.

If a claim is being submitted after twelve months from the date of ser—
vice, due to the recipient's retroactive eligibility, a copy of the
backdated or retroactive MAID card shall be attached to the invoice.

Please note on the claim the words "Backdated Eligibility" or "Retroac-
tive Eligibility."
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D. Electronic Media Claims (EMC)

Electronic Media Claims (EMC) is a means by which Home Health providers
may submit claims electronically. EMC enables providers to experience
an improved cash flow, fewer errors in claims processing, and a reduc-
tion in effort with claim preparation. Claims may be submitted elec-
tronically in a variety of different ways such as via magnetic tape,
diskette, or modem.

Claims that require attachments shall not be submitted electronically.

For more information regarding EMC, contact an EMC Representative at
(502) 227-2525 or 1-800-756-7557. You may also write to EDS, P.0. Box
2009, Frankfort, Kentucky 40602.
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IX. REMITTANCE STATEMENT

A.

General

The EDS Remittance Statement (Remittance Advice) furnishes the provider

~with an explanation of the status of those claims EDS processed. The

Remittance Statement accompanies the payment check and is divided into
six sections.

The first section provides an accounting of those claims which are be-
ing paid by the Medicaid Program with the accompanying payment check.

The second section provides a 1list of claims which have been rejected
(denied) in total by the Medicaid Program with the corresponding Expla-
nation of Benefit (EOB) code.

The third section provides a list of claims EDS received which did not
complete processing as of the date indicated on the Remittance State-
ment.

The fourth section provides a list of claims received by EDS that could
not be processed as the result of incomplete claim information. These
claims have been returned to the provider along with a cover letter
that explains the reasons for the return.

The fifth section includes the summation of claims payment activity as
of the date indicated on the Remittance Statement and the year-to-date
claims payment activities.

The sixth section provides a 1ist of EQOB codes which appeared on the
dated Remittance Statement with the corresponding written explanatlon
of each EOB code.

Claims appearing in any section of the Remittance Statement will be in
alphabetical order according to the patient's last name.
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B. Section I - Claims Paid

An example of the first section of the Remittance Statement is shown in
Appendix IX P.1. This section lists all those claims for which payment
is being made. On the pages immediately following are item-by-item
explanations of each individual entry appearing on this section of the
Remittance Statement.

EXPLANATION OF REMITTANCE STATEMENT FOR
HOME HEALTH SERVICES

ITEM DEFINITION
INVOICE NUMBER The preprinted invoice number (or patient account number)
appearing on each claim form is printed in this column for -
the provider's reference. I
\\:y/}
RECIPIENT NAME The name of the recipient as it appears on the Department's
file of eligible Medicaid recipients.
RECIPIENT NUMBER The Medical Assistance I.D. Number of the recipient as shown
on the claim form submitted by the provider.
INTERNAL CONTROL The internal control number (ICN) assigned to the claim for
NO. identification purposes by EDS.
CLAIM SVC DATE The earliest and latest dates of services as shown on the
claim form.
TOTAL CHARGES ‘The total charges billed by the provider for services on this
claim form.
£
L
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CHARGES NOT COVRD

AMT. FROM

OTHER SRCS
CLAIM PMT AMOUNT
EOB

LINE NO.
PS

PROC
QrY
LINE ITEM CHARGE

LINE ITEM PMT

EOB

Any portion of the provider‘s billed charges that are not
being paid (examples: rejected line item, reduction in
billed amount to allowed charge).

The amount indicated by the provider as received from a source
other than the Medicaid Program for services on the claim.

The amount being paid by the Medicaid Program to the provider
for this claim.

For explanation of benefit code, see back page of Remittance
Statement. :

The number of the line on the claim being printed.

Place of service code depicting the location of the rendered
service.

The HCPCS procedure code in the line item.
The number of procedures or supply for that line item charge.

The charge submitted by the provider for the procedure in the
line item.

The amount being paid by the Medicaid Program to the provider
for a particular line item.

Explanation of benefit code which identifies the payment pro-
cess used to pay the line item.
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Section II - Denied Claims

The second section of the Remittance Statement appears whenever one or
more claims are rejected in total. This section lists all those claims
and indicates the EOB code explaining the reason for each claim rejec—
tion. Appendix IX P.2. -

A1l items printed have been pfevious]y defined in the description of
the paid claims section of the Remittance Statement.

Section IIT - Claims in Process

The third section of the Remittance Statement (Appendix IX P.3) lists

those claims which have been received by EDS but which were not adjudi-

cated as of the date of this report. A claim in this category usually

has been suspended from the normal processing cycle because of data S
errors or the need for further review. A claim appears in the Claims R
in Process section of the Remittance Statement as long as it remains in

process. At the time a final determination can be made as

to claim disposition (payment or rejection) the claim will appear in

Section I or II of the Remittance Statement.

Section IV - Returned Claims

The fourth section of the Remittance Statement (Appendix IX P.4) lists
those claims which have been received by EDS and returned to the provid-
er because required information is missing from the claim. The claim

has been returned to the provider with a cover sheet which indicates

the reason(s) that the claim has been returned.

A
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F. Section V - Claims Payment Summary

This section is a summary of the claims payment activities as of the
date indicated on the Remittance Statement and year-to-date (YTD)
claims payment activities.

CLAIMS PAID The total number of finalized claims which have been
OR DENIED determined to be denied or paid by the Medicaid Program,
. as of the date indicated on the Remittance Statement and
YTD summation of claim activity.

AMOUNT PAID The total amount of claims that paid as of .the date on
the Remittance Statement and the YTD summation of pay-
ment activity. x

WITHHELD The dollar amount that has been recouped by Medicaid as
of the date on the Remittance Statement (and YTD summa-
tion of recouped monies)

NET PAY AMOUNT The dollar amount that appears on the check.

CREDIT AMOUNT The dotlar amount of a refund that a provider has sent
in to EDS to adjust the 1099 amount (this amount does
not affect claims payment, it only adjusts the 1099
amount) .

NET 1099 AMOUNT The total amount of mcney that the provider has received
from the Medicaid Program as of the date on the Remit-—
tance Statement and the YTD total monies received taking
into consideration recoupments and refunds.

G. Section VI - Description of Explanation Codes Listed Above

Each EOB code that appeared on the dated Remittance Sfatement will have
a corresponding written explanation pertaining to payment, denial, sus-
pension and return for a particular claim (Appendix IX P.5).
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X.  GENERAL INFORMATION - EDS

A. Correspondence Forms Instructions

Type of
Information
Requested

Inquiry

Adjustment

Refund

Type of
Information
Requested

Inquiry

Time Frame
for Inquiry

6 weeks after
billing

Immediately

Immediately

Mailing Address

EDS

P.0. Box 2009

Frankfort, KY 40602

ATTN: Communications Unit

EDS

P.0. Box 2009
Frankfort, KY 40602
ATTN: Adjustments Unit

EDS

P.0. Box 2009

Frankfort, KY 40602

ATTN: Financial Services

Necessary Information

1. Completed Inquiry Form

2. Remittance Advice or Medicare EOMB, when appli-

cable.

3. Other supportive documentation, when needed,
such as a photocopy of the Medicaid claim when
a claim has not appeared on a Remittance Ad-

vice within a reasonable amount of time.
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Type of
Information
Requested Necessary Information
Adjustment 1. Completed Adjustment Form
2. Corrected Claim
3.  Photocopy of the applicable portion of the
Remittance Advice in question
Refund 1.  Refund Check
2. Cash Refund Documentation Form
3. Photocopy of the applicable portion of the
Remittance Advice in question
4. Reason for refund
B. Telephoned Inquiry Information
What is Needed? é<>ﬁ;

—Provider number

—Patient's Medicaid ID number
-Date of service

-Billed amount

—Your name and telephone number

When to Call?

—When claim is not showing on paid, pending or denied sections of the Remit-
tance Advice within 6 weeks

—When the status of claims is needed and they do not exceed five
in number

Where to Call?

~Toll-free number 1-800-756-7557 (within Kentucky)
—Local (502) 227-2525
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C. Filing Limitations
New Claims

Medicare and Medicaid
Crossover Claims

Third-Party
Liability Claims

Adjustments

12 months from date of service

12 months from date of service

NOTE: If the claim is a Medicare cross-
over claim and is received by EDS more
than 12 months from date of service, but
less than 6 months from the Medicare adju-
dication date, EDS considers the claim to
be within the filing limitations and will
proceed with claims processing.

12 months from date of service

NOTE: If the other insurance company has
not responded within 120 days of the date
a claim is submitted to the insurance
company, submit the claim to EDS indicat-
ing “NO RESPONSE" from the other insur—
ance company.

12 months from date the paid claim ap
peared on the Remittance Advice
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Provider Inquiry Form

The Provider Inquiry form should be used for inquiries to EDS regarding
paid or denied claims, billing concerns, and claim status. (If request-
ing more than one claim status, a Provider Inquiry form should be com-
pleted for each status request.) The Provider Inquiry Form should be
completed in its entirety and mailed to the following address:

EDS
P.0. Box 2009
Frankfort, KY 40602

Supplies of the Provider Inquiry form may be obtained by writing to the
above address or contacting EDS Provider Relations Unit at 1-(800)-
756-7557 or 1-(502)-227-2525.

Please remit both copies of the Provider Inquiry form to EDS. Any addi- :
tional documentation that would help clarify your inquiry should be s
attached. EDS will enter their response on the form and the yellow o
copy will be returned to the provider.

It is not necessary to complete a Provider Inquiry form when resubmit-
ting a denied claim.

Provider Inquiry forms may not be used in lieu of the Medicaid [KMAP]

. claim forms, Adjustment forms, or any other document required by the

Medicaid Program.

In certain cases it may be necessary to return the inquiry form to the
provider for additional information if the inquiry is illegible or un-
clear.

Instructions for completing the Provider Inquiry form are found on the
next page.

5

N
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Following are field by field instructions for completing the Provider Inquiry

form:

Field Number
1
2

10

Instructions
Enter your 8-digit Kentucky Medicaid Provider Number.
Enter your Provider Name and Address.

Enter the Medicaid recipient's name as it appears on the Medi-
cal Assistance I.D. Card.

Enter the recipient's 10 digit Medicaid ID number.

Enter the billed amount of the claim on which you are inquir-
ing.

Enter the claim service date(s).

If you are inquiring in regard to an in-process, paid, or
denied claim, enter the date of the Remittance Advice listing
the claim.

If you are inquiring in regard to an in-process, paid, or

denied claim, enter the 13 digit internal control number 1list-
ed on the Remittance Advice for that particular claim.

Enter your specific inquiry.

Enter your signature and date of the inquiry.
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Adjustment Request Form

The Adjustment Request form is to be used when requesting a change on a
previously paid claim. This does not include denied claims or claims
returned to the provider for requested additional information or docu-
mentation.

For prompt action and response to the adjustment requests, please com-
plete all items. COPIES OF THE CLAIM AND THE APPRGPRIATE PAGE OF THE

REMITTANCE ADVICE MUST BE ATTACHED TO THE ADJUSTMENT REQUEST FORM. 1If
items are not completed, the form may be returned.

Field Number Description

1 Enter the 13-digit claim number for the particular
claim in question.

2 Enter the recipient's name as it appears on the
Remittance Advice (last name first).

3 Enter the complete recipient identification number
as it appears an the Remittance Advice. The com-
plete Medicaid number contains 10 digits.

4 Enter the provider's name, address and complete
provider number. :

5 Enter the “From Date of Service" for the claim in
question.

6 Enter the "To Date of Service" for the claim in
question.

7 Enter the total charges submitted on the original
claim. L -
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Field Number Description

8 Enter the total Medicaid payment for the claim as
found under the “Claims Payment Amount“ column on
the Remittance Advice.

9 Enter the Remittance Advice date which is found on
the top left corner of the remittance. Please do
not enter the date the payment was received or post-
ed.

10 Specifically state WHAT is to be adjusted on the
claim (i.e. date of service, units of service).

11 Specifically state the reasons for the request
adjustment (i.e. miscoded, overpaid, underpaid).

12 Enter the name of the person who completed the
Adjustment Request Form. :

13 Enter the date on which the form was submitted.

Mail the completed Adjustment Request form, claim copy and Remittance
Advice to the address on the top of the form.

To reorder these forms, contact the Communications Unit by mail:

EDS
P.0. Box 2009
Frankfort, KY 40602

Be sure to specify the number of forms you desire. Allow 7 days for
delivery.

The provider may also obtain copies of these forms by calling EDS at
(502) 227-2525 or 1-800-756-7557.
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. F. Cash Refund Documentation
The Cash Refund Documentation form must be completed when a provider
sends a refund check. The compieted form and a copy of the remittance
advice page showing the paid claim being refunded should accompany the
check. Please mail to the following address:
EDS
P.0. Box 2009
Attn: Financial Services
Frankfort, KY 40602
If a check is sent without the Cash Refund Documentation form, your
check will not be posted to a specific claim. This action would not
reflect the refund being made for a particular claim, possibly leaving
the provider responsible for another refund at a later date. If there
are any questions concerning the form, please call the Provider Rela-
tions Unit at 1-800~756-7557 or 1-(502)-227-2525.
Field Number Description
1 Enter check number
2 Enter amount of the check
3 Enter provider name, number and address
4 Enter name of recipiert on claim being refunded
5 Enter recipient’s Medicaid identification number (10 numeric
digits)
6 Enter "From Date of Service" on claim being refunded
7 Enter “To Date of Service” on claim being refunded
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Enter date of the paid Remittance Advice on which the claim
appears

Enter 13-digit Internal Control Number (ICN) of the particu-
lar claim for which you are refunding. This is listed on the
“Paid Claims" page of your remittance advice. (If several
ICN's are to be applied to one check, they can be listed on
the same form only if they have the same reason for refund

explanation (see below).

REASON FOR REFUND

Check the appropriate reason for which the claim is being refunded. Be
sure to complete all blanks. The example listed below shows how each
refund is to be completed accurately. Only one reason can be completed
per Cash Refund Documentation form. If multiple claims with multiple
refund reasons are included in one check, complete a separate form for

each refund reason.

a.

Payment from other source - Check the category and list name
(attach a copy of EOB)

Health Insurance

Auto Insurance

Medicare paid v

Other Worker's Comp—ABC Construction

Billed in érror

Duplicate payment (attach a copy of both RA's) If RA's are
paid to 2 different providers specify to which provider num-
ber the check is to be applied

123456738
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d. Processing error or Overpayment

Explain why: Processing error-wrong date of service was
keyed

e. Paid to'wrong'provider

f. Money has been requested - date of letter 1-1089 (Attach-a
copy of letter requesting money)

g. Other

Medicare made an adjustment. Deductible no’]onger due.

Contact Name: P
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ADVANCED REGISTERED NURSE PRACTITIONER SERVICES

Services by an Advanced Registered Nurse Practitioner shall be payable if the
service provided is within the scope of licensure. These services shall in-
clude, however not be limited to, services provided by the certified nurse mid-
wife (CNM), family nurse practitioner (FNP), and pediatric nurse practitioner

(PNP) .
AMBULATORY SURGICAL CENTER SERVICES

Medicaid covers medically necessary services provided in free-standing ambulato-
ry surgical centers.

BIRTHING CENTER SERVICES

Covered birthing center services include an initial prenatal visit, follow-up
prenatal visits, delivery and up to two (2) follow-up postnatal visits within
four (4) to six (6) weeks of the delivery date.

DENTAL SERVICES

Coverage shall be limited but includes cleanings, oral examinations, X-rays,
filling, extractions, palliative treatment of oral pain, hospital and emergency -
calls for recipients of all ages. Other preventive dental services (i.e. root
canal therapy) and Comprehensive Orthodontics are also available to individuals

under age twenty-one (21).

DURABLE MEDICAL EQUIPMENT

Certain medically-necessary items of durable medical equipment, orthotic and
prosthetic devices shall be covered when ordered by a physician and provided by
suppliers of durable medical equipment, orthotic and prosthetics. Most items

require prior authorization.
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EARLY PERIODIC, DIAGNOSIS, AND TREATMENT (EPSDT)

Under the EPSDT program, Medicaid-eligible children, from birth through the
birth month of their twenty-first birthday may receive the following tests and

procedures as appropriate for age and health history when provided by participat-
ing providers:

Medical History

Physical Examination

Growth and Development Assessment
Hearing, Dental, and Vision Screenings
Lab tests as indicated

Assessment or Updating of Immunizations

(EPSDT) SPECIAL SERVICES PROGRAM o

The EPSDT Special Services Program considers medically necessary items and ser- N
vices that are not routinely covered under the state plan. These services are

for children from birth through the end of their birth month of their twenty-

first year. Al services shall be prior authorized by the Department for Medi-

caid Services. .

FAMILY PLANNING SERVICES

Comprehensive family planning services shall be available to all eligible Medi-
caid recipients of childbearing age and those minors who can be considered sexu—-
ally active. These services shall be offered through participating agencies

such as Tocal county health departments and independent agencies, i.e., Planned
Parenthood Centers. Services also shall be available through private physicians.

A complete physica]'examination, counseling, contraceptive education and educa-
tional materials, as well as the prescribing of the appropriate contraceptive
method, shall be available through the Family Planning Services element of the

Kentucky Medicaid Program. Follow-up visits and emergency treatments also shall
be provided.
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HEARING SERVICES

‘Hearing evaluations and single hearing aids, when indicated, shall be paid for

by the program for eligible recipients, to the age of twenty-one (21). Follow-
up visits, as well as check-up visits, shall be covered through the hearing ser-
vices element. Certain hearing aid repairs shall also be paid through the pro-

gram.
HOME HEALTH SERVICES

Skilled nursing services, physical therapy, speech therapy, occupational thera-
py, and aide services shall be covered when necessary to help the patient remain
at home. Medical social worker services shall be covered when provided as part
of these services. Home Health coverage also includes disposable medical sup-
plies. Coverage for home health services shall not be limited by age.

HOSPICE

Medicaid benefits include reimbursement for hospice care for Medicaid recipients
who meet the eligibility criteria for hospice care. Hospice care provides to

- the terminally i1l relief of pain and symptoms. Supportive services and assis-—

tance shall also be provided to the patient and family in adjustment to the pa-
tient's illness and death. A Medicaid recipient who elects to receive hospice

care waives all rights to certain separately available Medicaid services which

shall also be included in the hospice care scope of benefits.
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HOSPITAL SERVICES
INPATIENT SERVICES

Kentucky Medicaid benefits include reimbursement for admissions to acute care
hospitals for the management of an acute illness, an acute phase or complica-
tions of a chronic illness, injury, impairment, necessary diagnostic procedures,
maternity care, and acute psychiatric care. All non-emergency hospital admis-
sions shall be preauthorization by a Peer Review Organization. Certain surgical
procedures shall not be covered on an inpatient basis, except when a life-
threatning situation exists, there is another primary purpose for admission, or
the physician certifies a medically necessity requiring admission to the hospi-
tal. Elective and cosmetic procedures shall be outside the scope of program
benefits unless medically necessary or indicated. Reimbursement shall be limit-
ed to a maximum of fourteen (14) days per admission except for services provided .
to recipients under age six.(6) in hospitals designated as disproportionate £
share hospitals by Kentucky Medicaid and services provided to recipients under
age one (1) by all acute care hospitals.

OUTPATIENT SERVICES

Benefits of the program element include diagnostic, therapeutic, surgical and
radiological services as ordered by a physician, clinic visits, pharmaceuticals,
emergency room services in emergency situations as determined by a physician,
and services of hospital-based emergency room physicians.

There shall be no limitations on the number of hospital outpatient visits or
covered services available to Medicaid recipients.

KENTUCKY COMMISSION FOR HANDICAPPED CHILDREN
The Commission provides medical, preventive and remedial services to handicapped

children under age twenty-one (21). Targeted Case Management Services are also
provided. Recipients of all ages who have hemophilia may also qualify.

LABORATORY SERVICES
Coverage of laboratory procedures for Kentucky Medicaid participating indepen-

dent Taboratories includes procedures for which the laboratory is certified by
Medicare. )

N
N~

TRANSMITTAL #19 APPENDIX I, Page 4



CABINET FOR HUMAN RESOURCES

DEPARTMENT FOR MEDICAID SERVICES
HOME HEALTH SERVICES MANUAL

DEPARTMENT FOR MEDICAID SERVICES

LONG TERM CARE FACILITY SERVICES

INTERMEDIATE CARE FACILITY SERVICES FOR THE MENTALLY RETARDED AND
DEVELOPMENTALLY DISABLED (ICF/MR/DD)

The Kentucky Medicaid Program shall make payment to intermediate care facilities
for the mentally retarded and developmentally disabled for services provided to
Medicaid recipients who are mentally retarded or developmentally disabled prior
to age twenty-two (22), who because of their mental and physical condition re-
quire care and services which are not provided by community resources.

NURSING FACILITY SERVICES

The Department for Medicaid Services shall make payment for services provided to
Kentucky Medicaid eligible residents of nursing facilities which have been certi-
fied for participation in the Kentucky Medicaid Program. The need for admission
and continued stay shall be certified by the Kentucky Medicaid Peer Review Organ-
ization (PRO). The Department shall make payment for Medicare deductible and
coinsurance amounts for those Medicaid residents who are also Medicare beneficia-

ries.

The need for the ICF/MR/DD level of care shall be certified by the Kentucky Medi-
caid Peer Review Organization (PRO).
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MENTAL HEALTH SERVICES ‘
COMMUNITY MENTAL HEALTH CENTER SERVICES

Community mental health-mental retardation centers serve recipients of all ages
in the community setting. From the center a patient may receive treatment

through:

- Qutpatient Services
Psychosocial Rehabilitation
Emergency Services
Inpatient Services
Personal Care Home Visits

Eligible Medicaid recipients needing psychiatric treatment may receive services
from the community mental health centers and possibly avoid hospitalization. N

There are fourteen (14) major centers, with satellite centers available. The O
Kentucky Medicaid Program also reimburses psychiatrists for psychiatric services N

through the physician program.
MENTAL HOSPITAL SERVICES

- Reimbursement for inpatient psychiatric services shall be provided to Medicaid
recipients under the age of twenty-one (21) and age sixty-five (65) or older in
a psychiatric hospital. There shall be no limit on length of stay; however, the
need for inpatient psychiatric hospital services shall be verified through the
utilization control mechanism.

PSYCHIATRIC RESIDENTIAL TREATMENT FACILITIES

Inpatient psychiatric residential treatment facility services are limited to
residents age six (6) to twenty-one (21). Program benefits are limited to eligi-
ble recipients who require inpatient psychiatric residential treatment facility
services on a continuous basis as a result of a severe mental or psychiatric
illness. There is no limit on length of stay; however, the need for inpatient
psychiatric residential treatment facility services must be verified through the
utilization control mechanism.
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TARGETED CASE MANAGEMENT SERVICES

ADULTS Case management services are provided to recipients eighteen (18)
- years of ‘age or older with chronic mental illness who need assistance
in obtaining medical, educational, social, and other support services.

CHILDREN Case management services are provfded to Severely Emotionally
Distrubed (SED) children who need assistance in obtaining medical,
educational, social, and other services.

NURSE ANESTHETIST SERVICES

Anesthesia services performed by a participating Advanced Registered Nurse Prac—
titioner — Nurse Anesthetist shall be covered by the Kentucky Medicaid Program.:

NURSE MIDWIFE SERVICES

Medicaid coverage shall be available for services performed by and within the
scope of practice of certified registered nurse midwives through the Registered

Nurse Practitioner Program.
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PHARMACY SERVICES

Legend and non-legend drugs from the approved Medical Assistance Outpatient Drug
List when required in the treatment of chronic and acute illnesses shall be cov-
ered. The Department is advised regarding the outpatient drug coverage by a
formulary subcommittee composed of persons from the medical and pharmacy profes-
sions. A Drug List is available to individual pharmacists and providers upon
request and routinely sent to participating pharmacies and nursing facilities .
The Drug List is distributed periodically with monthly updates. Certain other
drugs which may enable a patient to be treated on an outpatient basis and avoid
institutionalization shall be covered for payment through the Drug
Preauthorization Program.

In addition, nursing facility residents may receive other drugs which may
be prior authorized as a group only for nursing facility residents.

PHYSICIAN SERVICES
Covered services inc]udeﬁ

Office visits, medically indicated surgeries, elective sterilizations*, deliver-
ies, chemotherapy, selected vaccines and RhoGAM, radiology services, emergency
room care, anesthesiology services, hysterectomy procedures*, consultations,
second opinions prior to surgery, assistant surgeon services, oral surgeon ser-
vices, psychiatric services.

*Appropriate consent forms shall be completed prior to coverage of these proce-
dures.

Non-covered services include:

Most injections, supplies, drugs (except anti-neoplastic drugs), cosmetic proce-
dures, package obstetrical care, IUDs, diaphragms, prosthetics, various adminis-
trative services, miscellaneous studies, post mortem examinations, surgery not
medically necessary or indicated.

Limited coverage:
Certain types of office exams, e.g. new patient comprehensive office visits,

shall be Timited to one (1) per twelve (12) month period, per patient, per physi-
cian. ’
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PODIATRY SERVICES

Selected services provided by licensed podiatrists shall be covered by the Ken- .
tucky Medicaid Program. Routine foot care shall be covered only for certain
medical conditions where the care requires professional supervision.

PREVENTIVE HEALTH SERVICES

Preventive Health Services shall be provided by health department or districts
which have written agreements with the Department for Health Services to provide
preventive and remedial health care to Medicaid recipients.

PRIMARY CARE SERVICES

A primary care center is a comprehensive ambulatory health care facility which
emphasizes preventive and maintenance health care. Covered outpatient services
provided by licensed, participating primary care centers include medical servic-
es rendered by advanced registered nurse practitioners as well as physician,
dental and optometric services, family planning, EPSDT, laboratory and radiology
procedures, pharmacy, nutritional counseling, social services and health educa-
tion. Any limitations applicable to individual program benefits shall be gener-
ally applicable when the services are provided by a primary care center.

RENAL DIALYSIS CENTER SERVICES

Free-standing renal dialysis center benefits include renal dialysis, certain
supplies and home equipment.
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RURAL HEALTH CLINIC SERVICES

Rural health clinics are ambulatory health care facilities located in rural,
medically underserved areas. The program emphasized preventive and maintenance
health care for people of all ages. The clinics, though physician directed,
~shall also be staffed by Advanced Registered Nurse Practitioners. The concept
of rural health clinics is the utilization of mid-level practitioners to provide
quality health care in areas-where there are few physicians. Covered services
include basic diagnostic and therapeutic services, basic laboratory services,
emergency services, services provided through agreement or arrangements, visit-
ing nurse services and other ambulatory services.

TRANSPORTATION SERVICES

Medicaid shall cover transportation to and from Medicaid Program covered medical
services by ambulance or other approved vehicle if the patient's condition re-
quires special transportation. Also covered shall be preauthorized non-emergen-—
cy medical transportation to physicians and other non-emergency, Medicaid-cov-
ered medical services when provided by a participating medical transportation
provider. Travel to pharmacies shall not be covered.

VISION SERVICES

Examinations and certain diagnostic procedures performed by ophthalmologists and
optometrists shall be covered for recipients of all ages. Professional dispens-
ing services, lenses, frames and repairs shall be covered for eligible recipi-

ents under age twenty-one (21).
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**SPECIAL PROGRAMS**
ALTERNATIVE INTERMEDIATE SERVICES FOR THE MENTALLY RETARDED

The Alternative Intermediate Services for the Mentally Retarded (AIS/MR) home-
and community-based services project provides coverage for an array of community
based services that shall be an alternativeé to receiving the services in an in-
termediate care facility for the mentally retarded and developmentally disabled

(ICF/MR/DD).
' HOME AND COMMUNITY BASED WAIVER SERVICES

A home-and community-based services program provides Medicaid coverage for a
broad array of home-and community-based services for elderly and disabled recipi-
ents. These services shall be available to recipients who would otherwise re-
quire the services in a nursing facility. The services became available state-
wide effective July 1, 1987. These services shall be arranged for and provided

by home health agencies.

KenPAC

The Kentucky Patient Access and Care System, or KenPAC, is a special program
which links the recipient with a primary physician or clinic for many Medicaid-
covered services. Only recipients who receive assistance based on Aid to Fami-
lies with Dependent Children (AFDC) or AFDC-related Medical Assistance Only

shall be covered under KenPAC. The recipient shall choose the physician or clin-
ic. It is especially important for the KenPAC recipient to present his or her
Medical Assistance Identification Card each time a service is received.

SPECIAL HOME-AND COMMUNITY-BASED SERVICES MODEL WAIVER PROGRAM

The Model Waiver Services Program provides up to sixteen (16) hours of private
duty nursing services and respiratory therapy services to disabled ventilator
dependent Medicaid recipients who would otherwise require the level of care pro-
vided in a hospital-based skilled nursing facility. This program shall be limit-
ed to no more than fifty (50) recipients.
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ELIGIBILITY INFORMATION

Programs

The Department for Social Insurance, Division of Field Services local office
staff have primary responsibility for accepting and processing applications for
benefit programs administered by the Cabinet for Human Resources, Department for
S$c;al Insurance. These programs, which include eligibility for Medicaid, in-
clude:

AFDC (Aid to Families with Dependent Children)

AFDC Related Medical Assistance

State Supplementation of the Aged, Blind or Disabled
Aged, BTind, or Disabled Medica} Assistance

Any individual has the right to apply for Medicaid and have eligibility deter-
mined. Persons wanting to apply for Medicaid benefits shall be referred to the
local Department for Social Insurance, Division of Field Services office in the
county in which they live. Persons unable to visit the local office may write
or telephone the local office of information about making application. Form
most program, a relative or -other interested party may make application for a
person unable to visit the office.

In addition to the program administered by the Department for Social Insurance,
persons eligible for the federally administered Supplemental Security Income
(SSI) programs also receive Medicaid through the Medicaid Program, Eligibility
for SSI is determined by the Social Security Administration. Persons wanting to
apply for SSI should be referred to the Social Security Administration office
nearest to the county in which they live: The SSI program provides benefits to
individuals who meet the federal definitions of age, blindness, or disability,
in addition to other eligibility requirements.
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MAID Cards

Medical Assistance Identification (MAID) cards are issued monthly to recipients
with ongoing eligibility. These cards show a month-to-month eligibility period.

Eligible individuals with excess income for ongoing eligibility may be eligible
as a “spend down" case if incurred medical expenses exceed the excess income
amount. Individuals eligible as a “spend down" case receive one (1) MAID card
indicating the specific period of eligibility. After this eligibility period
ends, the person may reapply for another “spend down" eligibility period.

MAID cards may show a retroactive period eligibility. Depending on the individu-
al circumstances of eligibility, the retroactive period may include several
months.

-

Duplicate MAID cards may be issued for individuals who original card is lost or

stolen. The recipient shall report the lost or stolen card to the local Depart- fa
ment for Social Insurance, Division of Field Services worker responsible for the L
case.

Verifying Eligibility

The local Department for Social Insurance, Division of Field Services staff may
provide eligibility to providers requesting MAID numbers and eligibility dates.
for active, inactive or pending cases.

The Department for Medicaid Services, Eligibility Services Section at (502)
564-6885 may also verify eligibility for providers.

TRANSMITTAL #19 APPENDIX II, Page 2



CABINET FOR HUMAN RESOURCES

DEPARTMENT FOR MEDICAID SERVICES APPENDIX II-A

KENTUCKY MEDICAL ASSISTANCE IDENTIFICATION (M.A.1.D.) CARD

: Department for Social - Medical Insurance Code
FRONT OF Insurance case number. This p i

( OF CARD) . 1 NOT the - indicatos type of insurance

. 1dentif ’“WN IAsscstauce coverage.
Eligibility period is the month, day and year
of Kentucky Medicaid eligibility represented
by this card. “ From* date is first day of
eligibility of this card. "To" date is the day Medical Assistance identification
eligibility of this card ends and is not Number (MAID) is the 10-digit number
included as an efigible day. required for billing medical services.

N

AN

Sembers Bligbie for Assistance DATE OH
Medical Assistance E BIRTH

Smith, Jane 1234567890 12 j0353 |M
Smith, Kim 2345678912 2|1284 M£

ATTENTION: THIS CARD TO VENDORS WHEN
APPLYING FOR MEDICAL BENEFITS
SEEQTHER SIGNATURE MAP S0 REV 190
For
Kentucky Medicaid

Case name and address show to Program
whom the card is mailed. The name Statistical Purposes
in this block may be that of a relative
or other interestad party and may not
be an eligible member.

Date of Birth shows month and year of

. birth of each member . Refer to this block
! when providing services limited to age.

Name of members eligible for Medical As- .

sistance benefits. Only those persons

whose names are in this block are sligible

for Kentucky Medicaid Program benefits.

WHITE CARD

TRANSMITTAL #19



CABINET FOR HUMAN RESOURCES

DEPARTMENT FOR MEDICAID SERVICES . ‘ APPENDIX ITI-2

KENTUCKY MEDICAL ASSISTANCE IDENTIFICATION (M.A.LD.) CARD

BACK OF CARD
( 0 ARD) Information to Providers.
fasurance Identification
codes indicate type of
insurance coverage as
shown on the front of the
card in “Ins.” block.

RECIPIENT OF SERVICES

Mbmmmmmmnm
ighile for benelits. For your protection,

90 Is fate elighie during the period 1. This card may be used 1o cbtain certain services from particpating ‘

z&wﬁmmmmnmmum‘w ) ‘ ‘
&YwﬂMammqhﬂu'ﬁmm.msﬁm

Law, 1GR3 205, €24, your rigf

0.8Q0 fine or imprisonment for & .ubohlwmmmmy
sssletance, fil hwdmmq:::dgm«m&dhe:::m

Recipient's signature is not required.

Notification to recipient of assignment
to the Cabinet for Human Resources of

third party payments.

TRANSMITTAL £19



APPENDIX XII

II. THE REQUESf PROCEDURE

IT1.

Iv.

A.

Initiating a Request

1. Requests for pre-authorization may be initiated by the
prescribing physician or office personnel under his direct
supervision. Requests from pharmacists and social workers who
are working directly with the recipient's physician shall also
be accepted. S

2. The primary concern is that the caller have available the
information necessary for staff to make an accurate
determination.

Transmittal Methods
1. HWritten Requests

The drug pre-authorization may be made IN WRITING TO: ' EDS, PO
BOX 2036, Frankfort, Kentucky 40602. _

2. Telephone Requests

Or by PLACING A TELEPHONE CALL to the following toll-free
number between 8:00 a.m. and 4:30 p.m. EST/EDST, on Monday
through Friday (except during holidays):

Telephone Number: 1-800-756-7558

OQut of State: (502) 227-9073

INFORMATION REQUIRED FOR A DETERMINATION

Persons requesting a pre-authorization of medications shall provide
information, line for line from the Preauthorization Request Form.
Special attention should be given to giving a specific statement,
indicating the need for the requested drug as well as previous
medications tried unsuccessfully.

DISPOSITION OF REQUEST

A.

Nurses shall review each request and make determinations on the
basis of established Program criteria. Extenuating circumstances
shall be directed to the medical consultant.

If the appropriate information is received and the medication meets
the Program criteria, an approval shall be made. However, if the
request does not meet the basic criteria or if insufficient or
contradictory information is provided, the request shall be
disapproved. Drug Preauthorization staff will NOT assume
responsibiiity for calling physicians for more information.



APPENDIX XIT

Unusual or unique situations shall be reviewed by consultant
pharmacists, physicians, and recognized University staff. AN

When the medication is not on the DMS Drug List and is di§approved
for pre-authorization, the recipient shall assume responsibility for
the cost or obtain an alternative source of payment.

Determinations shall be made daily Monday through Friday, except on
holidays.

NOTIFICATION OF DISPOSITION

A.

Notification regarding the disposition (approval or disapproval) of
each pre-authorization request shall be made as follows:

1. DISAPPROVALS: When disapproved, the prescribing physician
shall be notified by mail. The request and reason for
disapproval shall be provided. :

2. APPROVALS: When approved, notification shall be made by phone
to the selected pharmacy. The pharmacist shall provide the
pre-authorization staff with the NDC number and provider number.

NOTE: Pre-authorization shall not be guaranteed for any request

until reviewed and approved by pre-authorization staff members. If o
any change should occur, i.e. NDC#, MAID#, quantity, etc., please .,
notify pre-authorization staff immediately to assure Program payment. o

Period of Coverage

The effective date for Program coverage of preauthorized drugs shall
begin on the date the request is postmarked or date received by
phone. The pre-authorization shall remain in effect for the
specified time on the "Authorization to Bill" or until the recipient
becomes ineligible, whichever comes first.

CAUTION: Pre-authorization does not guarantee payment.

Recipient shall be eligible on date of service.
Verify by checking the recipient‘s Medicaid card.

SN



V1.

VII.

APPENDIX XII
PHARMACY INFORMATION )
A.  Reimbursement for Preauthorized Drugs
1. Selected pharmacies shall be reimbursed at the lower of the
MAC, if applicable, or Average Wholesdle Price (AWP) minus ten

(10) percent plus dispensing fee, or usual and Ccustomary charge
to the general public.

2. Private insurance companies and Medicare, if applicable, SHALL
BE BILLED PRIOR to submitting claims for payment. ’

B. Pharmacy Billing for Preauthorized Drugs.

Preauthorized drugs shall be billed in the same manner as drugs on
the Kentucky Medicaid Outpatient Drug List — utilizing regular
pharmacy billing statements notating the pre-authorization number in
the appropriate field. :

C. - Payment Inquiries
If pharmacies have any questions regarding payment for submitted

preauthorized drugs, EDS should be contacted at 1-800-756-7557 or at
EDS, PO BOX 2009, FRANKFORT KY 40602.

ADDJTIONAL INFORMATION

Any questions regarding the Drug Preauthorization Procedure shall be
directed to: .

EDS
PO BOX 2036 :
FRANKFORT KY 40602

Telephone Number: 1-800-756-7558



requester:  Please complete .

- [owllinedi tields. - _ : Date:
harmacist: Please gogsplete :

other tie : .

marked by an Kentucky Medical Assistance Program Mail to:

. EDS
e X pryg prior Authorization/Authorization To BUI PO, Box 2036

Frankfort, KY
40602 .

Pharmacy Providee Nos __ . _ __ __ __ __ _ | Prescribing Physiclan Liconse Number_

Phones]( ) (Phoned ( )
NDC
| * . . _ _ 9 __ _ _
End Date

[Mi Quanﬂtyj gogh Dato | End Dte
[DIM]

NDC ‘
| . __ _____° __ _ _
[W, Quantltyi :‘ogln Date End Date

Notes

CAUTION: THE ABOVE RECIPIENT MUST BE ELXGIBLE ON THE DATE OF SERVICE. VERIFY BY CHECKING
THE RECIPIENT'S MEDICAID CARD.

OFRCE USE ONLY

"~ PPROVED

Drug is ot type already covered on KMAP Formulary.

Drug is to be used in accordance with FDA standards and indications.
Drug is rated “possibly or tess than effective” by the FDA

Other

PRIOR AUTHQORIZATICN REQUEST 1-800-756-75%8 I daonnl Daijiv~rs | (e
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COMMONWEALTH OF KENTUCKY
| CABINET FOR HUMAN RESOURCES
o DEPARTMENT FOR MEDICAID SERVICES

Home Health Program

Agency Name Vendor #

Agency Address

CERTIFICATION FOR DISPOSABLE MEDICAL SUPPLIES

Patient's Name : MAID #
Address _ Medicare #
Birthdate

Other Insurance

Diagnosis

-~ A
Trus is to certify that the following medical supplies are essential to meet the medical needs of this recipient.

(Indicate Directions for Use of the Supplies)

Anticipated Duration of Need: : 0-30 days 1-6 months

Lifetime Indefinite
Date . Physician's Signature
Address
License #

Must be signed and dated by the physician.



MAIL TO: EDS APPENDIX XIv
P.O. BOX 2009
FRANKFORT, KY 40602

CASH REFUND DOCUMENTATION

1. Check Number 12. Check awunt’
{

3. Provider Name/Number/Address {4. Recipient Name
{
l

I5. Recipient Norber
]
|

6. Fram Date of Service {7. To Date of Service {8. RA Date
{ i
{ i

9. Internal Control Nutber (If several ICNs attach RAs)

et e T e SN U S SUN S

Reason for Refund: (Check appropriate blank)

a. Payment from other source - Check the category and list name
— Health Insurance (attach a copy of BOB)
—_ Auto Insurance
Medicare paid
Other

————

S——

b. Billed in error
€. Duplicate payment (attach a copy of both RA's)

If RA's are paid to 2 different providers specify to which provider
number the check is to be applied.

d. Processing error OR Overpayment
Explain why

e. Paid to wrong provider

f. Money has been requested - date of the letter A AN
(Attach a copy of letter requesting money )

g. Other

Contact Name Phone:
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Case Management Protocol
Home Apnea Monitoring

- Kentucky Medical Assistance Program
Department for Social Insurance
Cabinet for Human Resources

cune 18, 1984

Michiqan Department of Public Health
Case Management rotoco! for Medical andg Nursing Carea
0T the Home Apnea Monitored Chiid was useq as a guige




REPQRT
MEDICAL ASSISTANCE ADVISORY COUNCIL °

Special Committee for
Home Apnea Monitoring

Attached 1s a final draft copy of the case management protocol for Home
Apnea Monitoring.

The special comuittee to review the protocol related to apnea/bradycargia
home monitoring met Tuesday, May 15, 1984, as requested by the Kentucky
Medical Assistance Advisory Council at 1ts regular meeting of Maren 7,
1984, :

Ms. Janet Rodgers, L.P.T., with the Visiting Nurse Association of Louisville,
Kentucky, servea as chairperson for the committee. Also serving on tne
committee and in attendance at the meeting were the following people:

Doane Fischer, M.0., Department of Pediatrics, University of
Kentucky Medical Center, Lexington, Kentucky

John Roberts, M.D., Neonatologist, Department of Pediatrics,
Kosair-Childrens Hospital, Louisville, Kentucky

Patricia K. Nicol, M.0., Dfrector, Division of Maternal and
Child Health, Department for Healtn Services

Joy Davis, R.N., Continuity of Care Coordinator, Kosair-
Childrens Hospital, Louisville, Kentucky

Maggie Murray, R.N., Administrater, St. Claire Medical Center
Home Health Agency, Morenead; Kentucky

Ida Lyons, Program Cooreinator, Sudden Infant Ceath Syndrome
Program, Division of Maternal and Child Healtn

Additional people in attendance were:

Nileen Verteten, Executive Ofrector, Kentucky Home Healtn
Association

Fletcher Lutcavish, Assistant Ofrector, Division of Meaical
Assistance, Deparument for Social Insurance

Jean Farrisee, Supervisor, Alternate Care Section, Division
of Medical Assistance

Peggy Nelson, R.N., Medical Policy Analyst, Electronic Data
Systems Federal

Barbara Knox, Program Coordinator, Home Health Services, Division
of Medical Assistance

In developing this protocol, the comnittee considered recent data avail-
able on home apnea monitoring as well as using the expertise of the
mempers of the committee.

The committee recommended that the KMAP follow the guidelines of this
protocol in determining reimbursement and approving nome apnea monitoring.
The committee would weicome tne use of tnis protocoi Dy groups associated
wilh and 1nterested in home apnea monitoring.



he committee. felt strongly that home monitoring must be a) precedeq by Nl
a 24-48 hour period of hospitalization for evaiuvation ang diagnostic

=0rkup, b) coordinated prior ta aischarge, c) followed-up with criteria
establisned, and d) discontined waen the monitor is no longer medically

necessary. -

The pneumogram testing coyld presently be reimbursed as a nospital
inpatient or cutpatient service,

The committae recognizec that at the present time, however, there is ng
KMAP coverage for tne pneumogram testing and evaluation provideq in the
Patient's home. Since tnis mey be necessary in determining the appropri-
ateness of discontinuing the monitor, tne committes strongly recommends
that coverge be mace available for the pneumogram ana interpretation
provided in the home. Timely giscontinuation of the monitor has the
patential of saving the KMAP money whicn would otherwise be billeq ag
reatal for & prolongeq lengtn of unnecessary service,

/ep

g%%;



The protocol is the product of a Special Committee convened
in May 1984 at the request of the Kentucky Medical Assistanca
Advisory Council to provide advice and guidelines on the
current state of knowledge and practice in the utilization of
apnea monitors. The Committse was organized because the Home
Health Technical Advisory Comittae recognized the need tg
develop appropriate standards and policies regarding the
utilization of Apnea/bradycardia monitors in order to assure
quality and safe care to Medicaid recipients.



Case Management Protocol
Home Apnea Moni toring
Kentucky Medical Assistance Program
' Department for Social Insurance
Cabinet for Human Resqyrces

Introduction

THE PURPQSE OF THIS PROTOCOL is to communicate the optimal components of
service for children suspected of having apnea. The protocol will be uttlizeg
by the Kentucky Medical'Assistance Program (KMAP) in 2pproving requests for

financial reimbursement for apnea bradycardia monitors.



Protocol b

<. MEDICAL CRITERIA FOR APNEA DIAGNOSTIC WORK-UP AND PLACEMENT OF HOME
MONITORS

A, Definition of Apnea: The American Academy of Pediatrics Task Forca
on Prolonged Apnea defines prolonged apnea as “cassation of
breathing for 20 seconds or longer, or as a briefer episode
associated with bradycardia, cyanosis or pallor.*

8. Etiology: Etfology inciudes but is not limited to seizure
disorders, savere anemia, gastro-esophageal reflux, hypoglycemia,
other metavolic disorders and impaired regulation of breazfing,

C. Population at Risk

'Child)with observed apneic episode (without demonstrable
cause

‘Child with history of apnea, Cyanosis, birth asphyxia or
hypoxia of any cause ) :
‘Siblings of SIDS infant .

‘Premature infant less than 1500 grams

‘infant of drug dependent mother

‘Child with tracheostomy

“Selected children with cartain cardiac arythewsias
“Children with specific seizure disorgers s

0. Elements of Diagnostic Work-Upl
1. REQUIRED elements of study

‘History and physical examination
‘Laboratory studies

C8C

Urinalysis A

Chem 6 - (Sodium, Potassium, COZ' 8UN,

Glucose, Chloride)

Calcium ~

Magnesium

Creatinine
‘Cardio-respiratory monitoring {inpatient) for 24-48 hour
with close professional observation of child
:EEESt X-ray ' .

llf the capability for proper testing/analysis is unavailable, we recommend
appropriate referral or consyltation



IIO‘

2. Recommended further Studies as indicated

‘Pneumogram

‘EEG

‘Blood/septic work-up
‘Upper GI

‘Spinal tap/lumbar puncturs
*CT Scan

E. Criteria for Monitor Placement

1. Presence of one or more

"Oocumented episode(s) of apnea with no treatable .cause or an

inagequate response tg treatment

‘Documented episode of apnea with bradycardia, cyanasis or pallor
- ‘History of apnea described by parent or caretaker based on

physician's best informed Judgement ana evaluation of testing

"Abnormal ventilatory pattern an pneumogram

*SIDS sibling ]

‘Multiple-birth SIDS  survivor(s)

‘Potential for airway obstruction

2. Monitor order and need for monitor must be included as part of
physictan's order/intormation on Home Health Plan of Treatment
recertification

F. Criteria for Continuation

*Child should be seen at least every 2 months by the primary
care physician or apnea consuyltant after monitor placement for
medical evaluation and recertification for continuing need of
monitor or discontinuation

*The physician ordering and recertifying the need for the monitor
must not be affiliated with the company supplying the monitor

G. Criteria for Oiscontinuation of the Monitor

"No clinical apnea for 2 months unless sibling of SIDS. For
sibling of SIDS should leave monitor for 2 months longer than
number of months of life of SIDS

‘Parent preparation and readiness

‘Clinical judgement .

HOSPITAL DISCHARGE PLANNING |
The following items are the responsibility of the hospital staff under the

direction of the physician ordering the monitor. All activities must te
completed and documented in the child's record prior to discharge.



1‘\.\,4/
A. Assessment

‘Parent(s)z ability, acceptance and understanding of the
purposes, responsibilities, risks ana oenefits of nome
amgnitoring

‘Appropriateness cf home eavironment

‘Family support systems and coping abilities

‘Financial ability to support home care costs, including
utilities ,

8. Equipment (supplied to parents prior tg discharge)

“Apnea and bradycardia monitors which has been used by the
inTant for a minimum of 24 hours prior to hospital discnarge
*Two sets of connecting equipment appropriate for the monitor
(leads, beits, tabs, etc.)

‘Power failure alarm (if not incorporated into monitor)
‘Observation and incident record snests

C. Teaching (includes instruction, discussion, demonstration of and
the return demonstration by parents)

‘Placement of equipment
“Attachment of monitor to child
‘Operation of monitor, including setting alarm sensitivity P
‘Reading and interpretation of alarm Rl
"Response sequence to monitor alarm - |
*Infant resuscitation techniques (use of mouth-to-mouth and CPR)
‘Recording of necessary information on forms .
- ‘Emergency support plan, including names and phone numbers for:
Hospital emergency room .
Kay hospital staff
Physicians
Emergency squad or ambulance
Power ccmpany
Medical equipment company for monizor malfunction or
failure
Home health agency nurse
Child care person
Transportation ts hospital
‘Safety measures )
Proper grounding
Access to talephone
Available flashlight
Noise control .
Close supervision of young-giblfngs
Inszruction to oider siblings
Secure placement of monitor

e
<&x,,»=~{~,“ ¢

g?arent(s) refers throughout to ‘parent or caretaker,
This excludes the use of pad type monitors.



0. Written Instructions (to be sent home with parents and to be atzacheq
to all home health agency referrals) .

‘All items in I1-C (Teaching and Instruction) above
E. Physician referral '

‘The physician must contact the Home Health Agency and es-
tablish a Home Heaith Plan of Treatment to order the
monitor and nursing visit(s).* The Home Health Agency
should work in close collaboration with the physician
and hospital personnel in contacting the medical equip-s
ment company and making arrangements for the equipment.
‘Primary care physician (unless lready the ordering physician).

F. Community Referrals

‘Financial aid

‘Social servicas
“Parent support groups
“Mental health

ITI. COMMUNITY SERVICES
A. Responsibilities of Home Health Agency Nurse

1. Collaborate with hospital staff to assure continuity of
coordinated care between hospital and nome

2. Contact with child and fami]y within 24 hours of hospital
. discharge

3. Assess, review and reinforce all items in II-A througnh 0
page 5-7

4. Review physical care needs of child with parent(s)

5. Assist in identifying additional resources (especially fg.-
relief) as needed

6. Review and support the child's normal growth and development
with special emphasis on incorporating the child into the
normal family structure : :

7. Review plans for follow-up care and coordinate community
referrals '

4Every child discharged with a monitor will be referrad to a home health
agency prior to discharge. Contact should occur between the home health
agency and the hospital discharge planner to discuss specific patient care
neegds. :

£
“tquipment should be deliversd and dppropriate aspects of the emergency plan

reviewed with the parent(s) prior to discharge.

c



8.

9.
10.

Review and report pertinent findings to the primary care
physician or apnea physician consultant at a minimum of every 2
months, {.e. number of spells of apnea; how long lasted:
aescription of spell; condition of patient during spell;

was CPR/gentle shaking required, how long since last spell,
etc,

Prepare family for eventual discontinuation. of monitor

0ffer. emotional support to family and be cognizant of typica]
parental reactions

B.  Responsibilities of Medical Equipment Suppliers

1‘

Collaborate with hospital staff and home health agency to assyre
continuity of services between hospital and home .

Provide appropriate equipment and relatad supplies
Machine operation
3. Review machine operation with parent(s) and
supply written instructions
b. Evaluate equipment in home within first week,
i.€. written roz2r2 20 physician and home heaith nurse
Maintain equipment ‘
Review appropriate aspects of emergency plan with parent(s)

24 hour answering service and respond to calls regarding
monitor malfunction or failure in tinely manner .

C. Respcnsibilities of Primary Care Physicians/Apnea Physician

Consyltants

1. Initiate necessary referrals

2. Primary care physician and apnea physician consultant (if
applicable) should coordinate patient's care.

3. Provide ongoing education to parents regarding the pathology
underlying the child's apnea and regarding eventual discone
tiauation of monitor .

3. Provide emotional support

S. Child's progress should be evaluated by consultant or primary
cire- physician at a minimum of every 2 months after placement
of monitor

6. Review the history of apnea and daily log of the child's status

7. Review laboratory resuyits



Evaluate blood levels of Prescribed medication (1.e.
Theophylline, Phenobarbital, ete.)

Ofscontinyation
to family _

of monitor with dppropriate explanatigr
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. for Cire of the
Home Ventilation Patient
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Department for Soctal Insurance
Cabinet for Human Resources



The protocol fs the product of 2 Special Cormittee convened
at the request of the Kentucky Medfcal Assistance Advisory
Council to provide advice and guidelines on the current state
of knowledge and practice in the care of the home ventilation
pitient. The Committee was organized because the Home Health
Technical Advisory Committee recognized the need to develop
dppropriate standards and policies regarding the care of the
home ventilation patient in order to assure quality and safe
cax;e to Medicaid recipients.



Case Management Protocol
for Care of the
Home Ventilation Patient
Kentucky Medical Assistance Program
Department for Social Insurance
Cabinet for Human Resources

Introduction

THE PURPOSE OF THIS PROTOCOL {is to communicate the optimal components of
managing the venti{lator dependenf patient at home. The protocol will be
utilized by the Kentucky Medical Assistance Program (KMAP) 1n approving

requests for financial reimbursement for mechanical vent{lators.

The placement and care of the ventilator dependent patient involves a
partnership among the physician, hospital, hbme health agency and equipment
supplier. Because of the {mportance of oﬁgoing patient care in the home
setting and necessity of reliable response Systems, the referring hospital/
physician shall consult with the home health acency prior to any selection of

equipment supplier,



I. Eligibility Criteria

The following criteria must be met for a patient to be considered
for @ home ventilation program. If all criteria are not met, a
home ventilator shall not be installed.

A.

8‘

Med{cal

Candidates to be considered for a home ventilation program
shall be medically stable, possess a permanent tracheos

(for positive pressure ventflation), and be generally fncluded
in, but not li{mited to, the following categories:

1. Injuries of the spinal cord

2. Irreversible neuromuscular disease

3. Sleep disorders

4. Chronic pulmonary disorders

S.  Other neurological dfsorders

A person trained in the care of patients who require mechanical
ventilation, (e.g., zulmonologist, neonatologist, {nisnsivise,
cardfo thoraric surgeon, fnternist) should review the need for
at home mechanical vent{lation before fnstitution.

Social - Environmental

1. The patfent's family/primary caregiver must be capable of
comprehension and performance of duties and responsibilities
relative to ventilatory dependent patient care,

2. There shall be documentation of caregiver's competence in
performance of patient care.

3. There shall be documentation of acceptadle dwelling and
physical facilities.

Comaunity Resources

1. Emergency Medical Service. .
2. Local physician to accept patient when applicable.

3. Home Health Agency (with staff trained in care of
ventilator dependent patients).

4.  Medical equipment supplier (with staff trained in care of
ventilator dependent patients).



II.

Home VYentilator Plan

The following are aCtivities necessary for adequate ventilatgpe
dependent care. When specific behavioral objectives are Stated,
they must be met during the course of orfentation, instruction, anq
treatment (unless indicated as optional by an *), The respons{-
bilities for performance of duties to the left according to the
following: :

HO - hospital from which patient will pe discharged to home;

HH - home health agency operating within county of patiene's
residence;

0 - durable medical equipment suppifer.

In case of dual responsidilities, the agency listed first shal}
assume responsibility for implementation. :

A. Assessment
2 aaient

HO/HH 1, Primary caregivers shali possess the abflfty to accept

and understand the purposes, responsibilities, risks,
and benefits of home ventilator therapy.

0/HH 2. Documented assessment of an adequate home environment
shall be made prior to discharge to evolizte the following:

a. Electrical capabflity

b. Size of doorways and rooms

€.  Accessibility (steps, ramps, etc.)
d. Bathroom location

e. Availability of telephone

f. Adequate heating and cooling

g. Adequate refyse disposal

h. Acceptable area for supplfes, equipment, and
exercise

HO/HH 3. Adequate family support systems and coping mechanisas

shall be evaluated.

HO/HH 4. There shall be adequate finincial resources- to support

medical, home care, nutritfonai, utilittes, and continyed
family living costs.

8. Imolementation

HO 1. The physician shall write the orders for home ventilation.

-2-

)

&7
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HO 2.

HO
HO/HH
HO/HH
HO/HH

H0/0

HO

O/HH/HO

H0/0

The caregiver shall pe instructed in the following:

a‘

b. .

C.

d.

e.

g.

Anatomy ahd Physfqlogy
Nutrition and Hydration
Personal Care
Tracheost&nv Care

- site care
dressing/ties/changing

tube cleaning/changing/insertion
- emergency care

Suction Procedures

- hyperfnflation/hyperoxygenatfon with minual
ventilator (e.g., amby bag)

- proper tracheal and nasopharyngeal syction
techniques (to {nclude sterile technique)

- installation of bland or medicated solytion
for secretion removal

Chest th:icthcrapy

= percussion/postural drainage
- breathing retraining

Physical Theraﬁy

- musculoskeletal exercise program
- aerodic retraining program

Ventilator Operation

- circuft change

- equipment cleaning/disinfection

= checking and changing parameters
checking alarm systea

- safety precautions

= checking and charging electrical back-up
= troudble shooting

Tracheostomy Collar

humid{ f{er/nebul {zer operation
cleaning/dfsinfection

proper FI0, setting

over hydragion precautiong

tubing changes

maintenance of sterile/clean System

t o

<3-



Ha
HQ/D

HO/HH

C.

J.
k.

-

. ].

Cardiopulmonany Resuscitation

Safety Precautions

~ adequate groundf ng-
- response to alarms

= response to power faflure

= response to machine failure

- recognition of early signs of respiratory
distress

response to airway ocelusion
prevention of barctrayma
prevention of {nfection

noise control . '
recognition of gastric distantion
supervisfon of smal} children

L

Medications

name
dosages

frequencies

actiong

common side effects and ratfonale for
notification of M.C. op home healtn agency
- contraindications '

Note: A1l {nstructions given to caregiver and

procedure statement, ang attached to home
health referral.

Specific Outies

In addition to the above, those agencies and individuals shall
have the following specific responsibilities:

1. Home Health Agency

a.

t0 assure continuity of coordinated care between
hospital and home.

Organize one site visit with patient and family/ .
caregiver prior tg discharge.

 Be prysically present upen arrival at home.

Assess, review, and reinforce all items included in
I - A and 8 after discharge.

Assess and assist fn identifying additional resources
(especially respite) as neegeq.
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m.

Encourage incorporation of patient into routine
family structure and lifestyle as mucn as possible.

Review follow-up plans ang coordinate communi ty
referrals.

Assist caregivers/family in arr&ngi ng six month
revaluation by df scharging physician or his designee.

Have 1n place twenty-four hour czil system,

Report all pertinent findings to primary care physictan
as needed or every two months.

Assist with arranging transportation as needed ang
medically necessary. :

Make changes in vent{lator parameters as ordereq,
with {emedfate notification tg the medical equfpment
suppliers. .

Provide other supplies not available from supplier
or included in vent{lator units.

Medical Equipment Supplier

b.

Supply a ventilator availayle for patient to use 7
to 14 days prior; to discharge.

Maintain accurate documentation of ventilator para-
meters, .

Make changes 1n ventilator parameters as ordered
with {mmediate verbal and written notification to
the home health agency. - '

Provide supplies necessary as ventilator adjuncts to
assure complete ventilator operation. :

Provide twenty-four hour call with one hour response
for equipment repair or replacement.

Maintain available services of a respiratory therapist
or respiratory therapy technician as identified by

the National Board of Respiratory Care.

Frovide twenty-four hour electrical source.

Provide manual ventilator source (with or uitnoqt
supplemental oxygen as ordered) .

Perform routine maintenance as specified by manufac-

turer or company protocol and assure proper equipment
function.
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j. Provide functionally safe alarm systems. ~

k. Provide personnel and equipment for transport of
patient from hospital.

. Visit patfent a minfmum of every weex during the
first month and ®Onthly after the initial month,

. Review cleaning/sterﬂfzation techniques with Care-
giver, ' .

fl.  Provide home nealth patient with writtan 1nstructfons/
trouble shooting guide.

0. Reinforce knowledge of generator operatfons with
Caregiver and provide written guide for patient,

P. -Provide written notiffcation of presence of ventilator
patient to area electric, fire and telephone servicas,

thsician

2.  The discharging physfcian shall write A1 ventilator
orders and di scharge orders. These shall be communt-
cated to the primary care (community) physictan
where applicable.

b. The df scharging physicfan wi 11 provide periog six
month case review (or assign to another physician,
€.9., primary care physician),

¢. The primary care physician M3y assume total patient

A
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Case Management Protocol
In-Home 1V Therapy
Kentucky Med{ical Assistance Program
Department for Social Insurance -
Cabinet for Human Resources

Introduction

THE PURPOSE OF THIS PROTOCOL is to communicate the optimal components gof
managing the patient receiving IV Therapy at home. The placement ang
care of the patient iavolves a partnership among the physician; hospital,
home health agency, pharmacist and supplier. Because of the importance
of ongoing patient care in the home setting and necessity of reliable
response ‘systems, the referring hospttal/physician shall consult with

the home health agency prior to any selection of supplier,



Case Management Protocol
In-Home IV Therapy
Kentucky Medical Assistance Program
Department for Social Insurance
‘Cabinet for Human Resources

Introduction
The purpose of this protocol is to identify the bésic components of
intravenous therapy and to establish criteria and guidelines for safe
institution, maintenance and termination of 1V Therapy in the home
setting.

I. DEFINITION
Intravenous therapy is the administration of Flutds, medication

and/or nutritional products via the venous royte ang all those
processes involved with its institution, maintenance and termination.

SECTION A
II. IV FLUID REPLACEMENT IN THE HOME
A.  Medical Criteria

1.  Inabfifty of patient to take adequate nutritiona} products
orally. . )

2 Physical signs of dehydration.

3. Baseline laboratory data with appropriate periodic eval-
uation and laboratory screening. Saseline laboratory
data should 1nclude: WBC and differential, Heo and/or
Het, BUN, Glucose and electrolytes. Other tests are to
be done as indicated by the patients condition or dfagno<-

4. Safety of the IV fluids for home administration.

5. Patfent {n clinically stable condition; exception for
terminal {llness with voluntary consent of patient and/or
caregiver,

6. Approved by a physician and seen by his/her agent (f.e.
home health nurse) in the preceding 24 hours. Arrangements
made for physician follow-up during therapy and after {ts
termination.

8.  Hospital Dfscharge Planning

The following items are the responsibility of the hospiftal
staff under the direction of the physician ordering the home
IV Therapy. All activities must be completed and documented
in the patient's recgrd prior to discharge.



1.

Assessment

c.

Patient's and/or primary caregiver's willingness ang

mental and physical capaoility in administering Iv
therapy,

Patient and/or primary caregiver acceptance ang
understanding of the purposes, responsibilitieg,
risks, and beneffits of home IV Therapy,

Mutual consent of caregiver and/or patient ang
physician. Consent form for home IV Therapy signed
by responsible person prior to discharge with signed
copy of form to home health agency. For non-hospi-
talized patient, consent form signed in the home by

institution of 1y Therapy. A sample of 3 consent
form has been included. (Appendix )

Availability of medical supply delivery system,

Physical facilities of the patient‘s residence
should be appropriately equipped and conducive tg
the safe administration of intravenoys therapy.

Accessibility of the home to heaith professionais. N
(Consideration of travel time a¢ opposed to actyal
mileage,)

Availability of nursing personnel gn 3 24-hoyr
basis,

The illness or condition should pe amenadle tg

care at home 1nc1ud1ng.reasonable expectation that
the patient's medical, nursing ang social needs can
be met adequately fn the home including a plan to
Meet medical emergencies.

Teaching

of and retyrn demonstration by patient and/or primary
caregiver) yntij person taught is Competent in procedures
to be followed at home ,
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Recommendations:

-Standards for teaching should be those of
the National Intravenouys Therapy Association
(NITA). (Appendix 1)

-Nursing personnel teaching IV Theraby should have
specialized 1V skills, '

-Teaching shou?d be done using simplified terms at the
patient's and/or Caregiver's level of understanding,

a. Specifics of Teaching:
(1) aseptic technique

(2) proper adminstration of lv fluids; i.e.
priming IV tubing, etc

*

(3) signs/symptoms of complications and their
specific interventions

(a) phlebitis

(b) {infiltration

(c) Tleakage of fiyid

(d) separation of line

(e) air {n 1ine

(f) contamination

(g) fluid overﬁoad

(h)  occlusion
(4) pfocedure for 24 hour problem reporting '
(S) type, amount and rate of fluids
(6) delfvery system (pump, etc.)
(7)  maintenance of patent Iv liﬁe
(8) appropriate storage and rotation of supplfes
(9) appropriate area for IV fluid administration

(10) safe discarding of disposable equipment
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(11) addition of medications if ordered (i.e. vitaming
KC1) ’

(12) interpretation of labels on IV fluid containers
to include expiration dates

(13) assessment of IV fluid for‘contaminationi
Written instructions {to be sent home with patfent/

Caregiver and to be attached to all home health
agency referrals).

3. Physician Referrail

2. The physicfan is to work in close collaboration with
hospital personnel in making the Necessary arrangements
for discharge of the patient.

b.  The physician or his representative are tg contact
the Home Health Agency (HHA) and establish a Homa
Health Plan of Treatment for the Iv Therapy and
nursing visit(s).

C. Notification of primary care physician if other than “
the physician ordering the IV therapy.. .

d. Specifics: ‘
(1) 1.V, fluids are to be ordered according to

type, amount, rate, additives, duration, royte
and method of delivery,
C. Community Services
1. Responsibilities of Home Health Agency Nursel/

a. Collaporate with hospital staff ¢q assure continuity
of coordinated care between hospitai ang home to
include communication with physician medical suppliers,
pharmacists and other health professionals as indicateq.

b. Contact with patient/caregiver same day as discharge
from hospital. :

C. Assess patfent's condition,

d. Assess home environment and if found to be
unsyitable, contact the physician.

€. Assess, review and reinforce alj items in 2a above. .

l/Refer to Appendix III for opinion statement of the Kentucky Board of —~

Nursing (July 1984) regarding L.P.N. practice in IV Therapy.
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n.

Return demonstration by responsible person of ﬁro-
cedures taught in the hospitai. (Refer to NITA
standards in Appendix II.)

Assist in fdentifying additional resources (especia11y
for relief) as needed. ,

Review plans for foliow-up care and coordinate
community referrals as necessary.

Assure consent form is signed.

Assyre that al} supplies are in the home to render
IV Therapy.

Notify the patient/caregiver of emérgency numbers;
home health agency, physician, medical supplier and
availability of 24-nour services,

Visit patient on a regular and appropriate basis
when on continuous IV fluid therapy as deemed nec-
€ssary by the physician and/cr patient's conditfon.

Maintain reqular contact with physician and other
disciplines as {ndicated.

Adhere to the following standards specific to nursing

activities for IV Therapy:

(1) Check IV fluids for contamingtion and expiration
dates :

(2) Use of povidone/iodine or other approved topical
anti-microdbial prep for 1v site (for iodine
- allergies use 70% alcohol prep)

(3) Change IV site every 72 hoursl’/
(4) Apply sterile occlusive dressing to IV site

(5) Remove plastic cannulas at terminatfon of IV
Therapy with proper inspection

(6) Assuyre that a volume H{miting device is attached
to IV fluid containers for pediatric patients
and others where fluid overload is a potential
problem

E/Yenous access sometimes dictates frequency of site changes. Above
guideline is to be used as a norm.
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Use of Hepain lock reco
therapy.

Refer to NITA standards
of practice listed unde
Programs. (Appendix II

mmended for peripheral 1y

» specifically recommendationg
r heading #32, Home Iv Therapy
)

e

\v\/
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SECTION 8

IT1. IV ANTIBIOTIC THERAPY IN THE HOME

A.

Medical Criteria

1. Documentation of infection including any available culture
and sensitivity reports.

2. Infectious process that can best be treated with Iy

antibiotics, 1.e., antibiotic not available in oral form
or therapeutic objectives not achieved via oral route.

3. Initfation of IV antibiotic in hospital or other medical
facility.

4. Safety of IV antibiotic for home administration.

5. Patients seen by physician in preceding 48 hours befgre
discharge. '

6. Patient in clinically stable condition; exception for
terminal 1{11ness with voluntary consent of patient and/or
caregiver.

7. DepenaaSic IV route.
Hospital Discharge Planning

The following items are the responsidility of the hospital
staff under the direction of the physician ordering the home
IV Therapy. A1 activities myst be completed and documented
in the patient‘s record prior to discharge,

1. Assessment

a. Patient's and/or primary caregiver's willingness and
mental and physical capability in administering IV
therapy.

b. Patfent's and/or primary caregiver's acceptance and
understanding of the purposes, responsibilitfes,
risks, and benefits of home IV Antibiotic Therapy.

C. Mutual consent of Caregiver and/or patient and
physician. Consent form for home IV Therapy signed
by patient or other legally responsible person prior
to discharge with signed copy of form to home health
agency. A sample of a consent form has been included.
{Appendix I)

d. Availability of medical supply delivery system.
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e. Physical facilities of the patient's residence

should be dppropriately equipped and conducive tg
the safe administration of intravenous therapy.

f.  Accessibility of the home to health professionais,
(Consideration of travel time ag 0pposed to actual
mileage.)

‘9. Availability of nursing personnel on a 28-hoyr

basis.

h. The illness or condition shoyld be amenable g
care at home including reasonadle eéxpectation that
the patient‘s medical, nursing ang social needs can
be met adequately in the home including a plan to
meet medical emergencies.

Teaching

Teaching (includes instruction, discussion, demonstration

Recommendstions: §\,

-Standards for teaching should pe those of the Natfgnal
Intravenous Therapy Association (NITA). {Appendix 1)

-Nursing personnsil teaching IV Antibiotic Therapy shoyld
have spectalfzed IV skilis. Nurse tg be knowiedgeabie
about the specific IV antibiotic ordered (may refer tg
pharmacist, manufacturer's instructions, etc.).

-Teaching should be done using simplifieg terms at the
patfent and/or caregivers level of understanding.

a.  Specifics of Teaching:
(1)  aseptic technique
(2) proper administration of Iy antibiotics
(a) appropriate "thaw time" for premixed
refrigerated or frozen antidbiotics
(b) antibiotics should not be given IY push.
(Refers to rate)

(3) signs/symptoms of complications and their
specific interventions

(a) phlebitis E R

(b) cellutitis
(¢} infiltration
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(d) break and leaks in administration
set or catheters

(e) separation of line

(f) air in line

(g) afr embolism

(h) contamination

(1) bleeding ’

(J) allergic reaction

(k) occlusion

(4) procedure for 24 hour problem reporting

(S) type, amount and rate of IV antibiotics
(rate of administration impartant, especially
with aminoglycosides)

(6) delivery system (volutrol if fndicated, etc.)

(7) maintenance of patent IV 1ine

(8) checking of bag for pin hole leaks

(9) appropriate storage and rotation of supplies
(refrigeration or freezing will be necessary
for premfxed antibiotics)

(10) appropriate area for IV fluids administration

(11) safe discarding of disposable equipment

(12) {interpretation of labels on IV antibiotics
to include expiration dates

(13) assessment of IV fluid for contamination

(14) preparation of IV antidbiotic 1f not delivered
premixed

(15) appropriate intervals for administration of !y
antibiotics 1f more than one is ordered

(16) side effects for specific antibiotic or class
of antibiotics; i.e., aminoglycosides (ototoxicity .

b. Written instructions (to be sent home with patient/
caregiver and to be attiched to all home health
agency referrals).

3. Physician Responsibilities

3. The physicfan s to work in close collaboration with
the pharmacist and hospital personnel in making the

necessary arrangements for discharge of the patient.
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Notification of primary care physician if other than
the physician ordering the 1V therapy.

Specifics:

(1) 1.v. antibiotics are to be ordered according +g
type, amount, rate, ddditives, duration, route
and method of delivery

(2) Appropriate laboratory Studies for:

(2) toxicity {1.e., weekly SUN, creatinine,
urinalysis; hearing ang vestibylar testing
0n a regular dasis for aminoglycoside

{b) therapeutic efficacy (péak and trough
serum levels)

(3) Arrangements made for orompt notifization of
physfcian regarding lab valyes

(4) Periodic personal followup/clinical assessment
by physician

Pharmacist Responsibilities

a-

Communicate with the physician, hospital personne}
and HHA to coordinate resources necessary for dis-
charge.

Verify/evaluate physician's -orders.

Evaluate for reimbursement sources.

Assist nurse and/or patient in teaching process as
needed.

Assure proper preparation of 1y antibiotics.

Prepare dppropriate labels for parenteral container to

1ncluyde:

(1) patient's name
(2) physician‘s name
(3) date

(4)  drug(s)
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(5) dosages (strength)

(6) expiratjon date

(7) diluent

(8) administation rate

(9) require a Federal labeliﬁg

(10) other precautionary statement(s) if indicated

Act as rescurce person for HHA nurse in regards to
antibiotic ordered.

{1) storage of antibiotic

(2) stabflity

(3) compatibility

(4) reconstitution of antibiotic if not prémixed
(S) rate |

(6) necessary supplies

{(7) other {nformation specific to antibiotic ordered

0. Community Services .

" 1. Responsibilities of Home Health Agency Nursel/

a‘

Collaborate with hospital staff to assure continuity
of coordinated care between nospital and home to
include communication with physician, medical supplia-
pharmacist and other health professionals as ingica=-a-

Contact with patient/caregiver same day as
discharge from hospital.

Assess patfent's condition.

Assess home environment and if found to be
unsuitable, contact the physician.

Assess, review and reinforce all items under Hospital
Oischarge Planning #2 (Teaching).

l/Refer to Appendix II1 for opinion statement of the Kentucky Board of
Nursing (July 1984) regarding L.P.N. practice in Iy Therapy.
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f. Return demonstration by responsible person of Procedyres
taugnt in the nospitai. (Refer to NITA standards ip
Appendfx 11.) '

g. Assist in identifying additional resources
(especially for relief) as needed.

h. Review plans for follow-up care and coordinate
community referrals as necessary, '

1. Assure consent form is signed.

J.  Assure that all supplfes are in the home to render
IV Therapy.

k. Notify the patient/caregiver of emergency numbers;
home health agency, physician, medical supplier, ang
avatlability of 24-hoyur services.

1. Visit patfent on a regular and appropriate basis
when on antibiotic therapy as deemed necessary by
the physician and/or patient's condition, .

M. Assess for appropriate laboratory moni<oring. S

f.  Maintain regular contact with physician and other T
disciplines as indicated. Physician to recefve
prompt notffication of lap results, '

0. . Adhere to the following standards specific to
nursing activities for Antibiotic Iy Therapy:

(1) Check IV antibiotic containers for
contamination and proper labeling

(2) Use of povidone/fodine or other approved
topical anti-micropial prep for IV site prep
(for iodine allergies. yse 70% alcohol prep)

(3) Use Heparin lock

(4) Change IV site every 72 hours?/

(5) Apply sterile occlusive dressing to IV site

(6) Remove plastic cannulas at termination of IV
Therapy with proper faspection

p. Refer to NITA standards, specifically recommendatfons

of practice listed under heading #32, Home 1Y Therapy
Programs. (Appendix I1)

Z/Venous dccess sometimes dictates frequency of site changes. Apoye
. guideline is to be used as a norm.

-6-8

TR



SECTION €

Iv. TOTAL PARENTERAL NUTRITION (TPN) IN THE HOME

A.

Medical Criteria

1. Inability of patient to take nourishment by any other
route.

2. . Medfcal condition warrants ongoing need for TPN according
to physician's assessment.

3. Initiatfon of TPN in hospital or other medical facility,
4. TPN formula has been copsisteﬁt for a 3 to 4 day period.

S. Patient stabflized on TPN regimen which will be given {n
the home (continuous or cyclic). :

6. Monitoring of lab values on regular basis (at least
weekly) with stabilization of values prior to discharge.

7. Patients seen by physician in preceding 24 hours before
discharge.

8. Patient in clinfca11y stable condftion: exception for
terminal 11lness with voluntary consent of patient and/
or caregiver.

9. Intact centrat line.-
Hospital Discharge Planning

The following {tems are the responsibility of the hospital
staff under the direction of the physician ordering the home
TPN Therapy. All activities must be completed and documented
in the patient's record prior to discharge.

1. Assessment

a. Patient's and/or primary caregiver's willingness and
mental and physical capability in administering TPN
therapy.

b. Patient‘s and/or primary caregiver's acceptance and
understanding of the purposes, responsibilities,
risks, and benefits of home TPN Therapy.

€. Mutual consent of caregiver and/or patient and
physictan. Consent form for home TPN Therapy signed
by patient or other legally responsible person prior
to discharge with signed copy of form to home health
agency. A sample of a consent form has been included.
{Appendix I)
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d. Availability of medical supply delivery System.

e. Physical facilities of the patient's residence

should be aopropriately equipped and conducive ¢g
<te safe administration of TPN therapy.

f. Accessibilf;y of the home to heaitn professionals.

(Consideration of travel time as opposed to actyai
mileage.) _

9. Availability of nursing and pharmacy personne} on a
24-hour basis.

h. The illness or condition should be amenable tg
Care at home including reasgnadle expectation that
the patient's medical, nursing ang sociai needs can.
be met adequately in the home including a plan to
meet medical emergencies.

Teaching

Recommendations:

-Standards for teaching should be those of the Natfonal
Intravenous Therapy Association (NITA). (Appenqix I1)

-Nursing personnel teaching TPN Therapy shoyld
have specialized IV skills and be knowledgeable
in the specifics of TPN Therapy (may refer to
pharmacist, manufacturer's instructions, etc.).

~-Teaching should be done using simplified terms at the
patient and/or caregivers leve) of understanding.

a. Specifics of Teaching:
{1} aseptic technique
(2) proper administration of TPN ' :

(a) 1infusion contraller deyice necessary
( recommend simplified pump with alam
system)
(b) warming of refrigerated TPN solution for
approximately 18 - 24 hours at room
temperature

,
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(3)

(4)

(5)
(6)

(7)

(8)
(8)

£10)

(c) use of filter (.22 micron) - lipid sqlutigns
~ to be infused below filter as close tg
catheter as possibie
(d) ordered additives (vitamins, etc.) to be
ddded to TPN solution jyst prior to admin-
istration

signs/symptoms of complications and thejp
specific interventions

(a) hypo/hyperglycemia

(b) fluid overload

(¢) dehydration

{d) local and systemic infections

(e) electrolyte imbalances

(f) breaks and leaks in administration
set, cathéter line, solution container

(g) thrombophlebitis

(h) air embolism

(1) Dbleeding

(3) fatty emdolism

(k) occlusion

(1) separation of 1ine

(m) infiltration

() pump problems

procedure for 24 hour problem reporting
(a) physician

(b) HHA nyrse

{c) supply company (vendor)

(d) ambuylance

(e) pharmacist

notiffcatipn of utility companies

Tist of compasition of TPN solution, to
include amount and rate

cyclic or continuous administration

(a) tapering schedyle for cyclic administration
. s ordered :

maintenance of patent central line-heparinization
use of approved centril catheter clamps

(a) proper clamping
(b) weexly rotation of clamp site

dssessment of TPN containers for leaks,
contamination and proper labeling
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(11)
{12)
(13)
(14)

(15)
(16)

17y
(18)
(19)
(20)

(21)

(22)

(23)

{24)

(25)
(26)

appropriate storage and rotation of Supplies
recorded inventory checks on regular basig
appropriate refrigeration of TN solutiong

appropriate work area for Preparation,
initiation and discontinuation of TPN

safe discard of disposables

monitoring of yrine Sugar/acetone on a regular
basis during and after TPN administratign

dafly monftoring of temperatyre

daily weights i practical

intake ang output 1f ordereq by physician
ongoing assessment for complications with

notification of physician, HuA furse if they
occur

(b) sterile occlusive dressing to pe changed
on a regular basis and prn

(¢c) percutaneoys Catheter-must yse sterile
technique

daily changing of luer-lock Catheter caps
using sterile technique

(a) .for multiple lumen'catheter, change cap of
active lymen

(b) use of Valsalva maneyver when changing
‘caps of percutaneous 1ine

changing of administration set every 24 hours

TPN solution to hang no more than 24 hours
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(27) 1ipid solution to hang no more than 12 hours
(28) oral hygiene bid

(29) promotion of active physical exercise in accord-
ance with patient's capatilities

b.  Written instructions (to be sent home with patient/
: caregiver and to be attached to al] home health
agency referrals). .

3. Physician Responsibilities

a. The physician is to work in close collaboration with
- the pharmacist and hospital personnel in making the
necessary arrangements for discharge of the patient.

3. The physician or hig reoresentative is to contact
the Home Health Agency (HHA) and establish a Home
Health Plan of Treatment for TPN Therapy and nursing
‘visit(s).

¢. Notification of primary care physician if other than
the physician ordering the Iy therapy.

d. Specifics:

(1) TPN therapy is to be ordered according to
concentration of glucose/amino acid mixture,
amount, rate, additives, duration, route and
method of delivery

(2) Appropriate laboratory studies should include:
(a) SMA-18 or equivalent battery of tests,

mg level 1 - 2 times per month after
patient is stablized

(3) Arrangements made for prompt notification of
physician regarding lab valyes

(4) Periodic persanal followup/clinical assessment
- by physician

(5) ODetermination as to discontinuation of TPN
(specify tapering schedule)

4. Pharmacist Responsibilities
a. Communicate with the physician, hospital personnel

and HHA to coordinate resources necessary for dis-
charge.
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b, Verify/evalyate physician's orders.

(1) Advise/counsel physician regarding availapility
and selection of TPH products

€. Evaluate for reimbursement sources.

d. Assist nurse and/or patient in teaching process as
© needed.

e.. Aésure proper preparation of TPy solution,

(1) sterile technique required

(2) follow manufacturer instructions for prepa-
ratfon

(3) prepared by pharmacist Or trained technician
under direct supervision of pharmacist

f.  Prepare labels for TPN container ¢q inclyde:

(1) patient's name .
(2) date _

(3) physictan

(4) concentration of glucose/aming acid mixture

(£)  additives

(6) dosages

(7) expiratton date e
(8) required Federai labeling

(9) other precautionary statements if indicated

9. Act as resoyrce person for HHA nurse in regards tg .
TPN solutions.

(1) storage of TPN

(2) stabiiity

(3) compatibiiity

(4) preparation of TPN in home if not premixed
(S) rate

(6) necessary supplies

(7) administration

(8) complications

(9) other information specific tg TPN

0. Community Services
1. Responsibilities of Home Health Agency Mursel/

2. Collaborate with hospital staff ¢g assure continuity
of coordinated care between hospital and home to

l/Refer to Appendix [II for opinion statement of the Kentucky Board of
Nursing (July 1984) regarding L.P.N. practice in IV Therapy.
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Contact with Patient/caregiver same day as
discharge from hospital.

Assess batient‘s condition.

Assess home environment and if found to be

unsyitable, contact the physician.

Assess, review and reinforce all items under Hospital
Discharge Planning #2 (Teaching).

Return demonstration by responsible person of oro-
cedures taught in the hospital.

Assist in identifying additional resoyrces (especially

_for relief) as needed.

Review plans for follow-up care ang coordinate
community referrals as necessary.

Assure consent form s signed.

Assure that all supplies are in the home to render
TPN Therapy.

Notify'the patient/caregiver of emergency numbers;
home health agency, physician, medical supplier, and
availability of 24-hour services.

Visit patient dn a regular and appropriate basis
when on TPH therapy as deemed necessary by the
physician and/or patient‘s condition.

Assess for appropriate labor;tory monitoring.
Maintain reqular contact with physician and other
disciplines as indicated. ’hysician to receive
prompt notification of lab resyits.

Addition of extension set to percutaneouys catheter
if indicated.

Refer to NITA standards, specifically recommendations of
practice 1isted under heading 432, Home Tv Therapy Programs.
(Appendix II)

E.‘ 'Special Consideratfdns

1.

Self-Mixing of TPN Solutions in the Home,

a.

Careful assessment of patient's or primary caregiver's
willingness and physical and mental capapiiity in
self-mixing and administering TPN. :
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b. Appropriate well-ventilated work area identifiag
specifically for self-mixing.

C. Prooer procedures for preparing work area Just prior
to self-mixing. :

d. Sterile gloves to be worn duéing preparation (magk
to be work if deemed necessary - upper respiratory
infection). :

e. Sterile technique.

f. Demonstration at home by person preparing TPN,

9. Written instructions of step-by-step procedure for
sel f-mixing. :

h. Preparation to be done just prior *o administration;
therefore, refrigeration not required.

i. Agitation of TPN container after each édditive.

J. Addition of addftives in proper sequence (see
manufacturer's fastructions).

k. Follow other guidelines specified for pre-mixed TPN
solutiens.

Implantable Venous Access Devices (IVAD's) in TPN Therapy.

d. Use of #19G Huber needle (right angle) with extension
set. Needle to be changed weekly ang prn.

b. Heparinization of IVAD with at least 9 cc Heparin
{due to extension set).

C. Weekly dressing change to coincide with needle
change (use transparent sterile dressing).

d. Keep record of number of punctures and gauge neegdle
used.

e. DOfscourage use of ILAD for obtaining blood specimens.

f. Person with IYAD should carry 10 regarding IVAD and
1ts location.

9. Follow other guidelfnes for TPN specified in this
protocol.

-8-C
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SECTION D

V. IV CANCER CHEMOTHERAPY IN THE HOME

Introduction

The following protocol reflects current, accepted practice in the
administration of v chemotherapy. Much research is Jeing done in
tne field of IV chemotherapy which will resyit in new methods of
treatment. Therefore, the guidelines contained herein are stated
in general terms. Professional health personnel involved with home

. IV chemotherapy need to pe aware of the rapid changes occurring in
this type of therapy which wiil require that they contact knowl-
edgeadble medical personnel to obtain up-to-date information and
guidance in the proper procedures necessary for safe administration
of IV cancer chemotherapy in the home.

AQ

Medical Critaria

1. Initial doses of IV chemotherapy given in medical facilicy
(hospital, outpatient clinic or other location whera
physician in attendance).

2. 1Iv chembtherapy can be safely administered in the home.

3. Patient has difficulty accessing medical facility and
desires chemotherapy in the home.

4.  Acceptable lab values {blood counts and chemistries ag
Indfcated) with periodic evaluations.

S. Assessment of patient's physical and mental statys by
. physician to determine candidacy for home IV chemotheraoy.

6. - Approved and seen by physician in preceding 24-48 hoyrs
with arrangements made. .

7. Provision made for local physician to follow if patient
has more than 2 hour drive to location where chemotherac.
was instituted. Arrangements should include written
correspondence, discharge summaries and lab and x-ray
reports as a minimym.

Hospital Ofscharge Planning

The following items are the responsibility of the hospital

staff under the direction of the physician ordering the home
IV chemotherapy. A1l activities must be completed and decumented
in the patient's record prior to discharge.

1. Assessment
a. Patient's and/or primary caregiver's willingness ang

mental and physical capability in administering Iv
chemotherapy.



b. Patient‘s and/or primary caregiver's acceotance ang
understanding of the purposes, responsidilities,
risks, and benefits of home 1V Chemotherapy.

C.  Mutual consent of caregiver and/or patient ang
physician. Consent form for home IV_chemotherapy
signed by patient or other legally responsible
person prior to discharge with signed copy of form
to home heaith agency. A sample of a consent form
has been included. (Appendix 1)

d. Avai]ability of medical supply delivery System.

e. Physical facilities of the patient's residence

should be appropriately equipped and conducive tg
the safe administration of Iv Chemotherapy,

f. Accessibility of thae home to health professionaijg.
(Consideration of travel time 4s opposed tg actual

9. Availability of nursing and pharmacy personnel on 3
24-hour basis.

h. The illness or condition shoyld be amenable t»
care at home fncluding reasonable expectation that
the patient's medical, nursing and social needs can
be met adequately in the home including 3 plan to
meet medical emergencies.

Teaching

Teaching ({ncludes instruction, discussion, demonstration
of IV Chemotherapy techniques and retyen demonstration Sy
patient and/or primary caregiver) until person taugnt is
Competent in procedures tg be followed at home .

Recommendations:

-Standards of teaching should pe thase of the National
Intravenous Therapy Association (NITA). (Appendix II)

~Nursing personnel teaching v Chemotherapy should
have specfalized IV skills and be knowledgeadble
in the specifics of Iv Chemotherapy (may refer to
pharmacist, manufacturer's 1nstructfons. etc.).

~Teaching should pe done ‘using simplified terms at the
patient and/or caregivers level of understanding.

a.  Specifics of Teaching:

(1) aseptic technique
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(2) proper administration of [y chemotherapy

(3)

{a)

(b)
(¢}
(d)

refrigeration of chemotherapy solutions ip
2 separate compartment in refrigerator
(sealed in plastic container)

warming of Cchemotherapy solution according
to pharmacists' instructions

use of .22 micron filter (Exception:- No
filter with actinomycin-p)

use of appropriate infusign device {smaiy
volume with alarm)

complications

{a)

(b)

(c)

drqg-rel;ted (depends on type chemotherapy
agent being administereq)

{1) oral lesions

(2) G-I disturbances

(3) alopecia

(4) neurological disturbances

(S) anemia

(6) hematological side effects

(7) electrolyte imbalances

(8) cardiac toxicity

(9) pulmonary toxicity

(10) vascular disturbances

(11) fly-like syndrome {malaise)

(12) genitourinary disturbances

(13)- anaphylaxis

2. specify procedures for treating/

transporting

prompt notification of physician when
complications/side effects occur

other complications
{1} sepsis

(2) breaks and leaks in ddministration
set, catheter line, solution container

- (3) thrombophlebitis

(4) air emdbolism

.(5) bleeding

(6) occlusion
(7) separation of line
(8) extravasation
2a. specify procedures to use for
extravasation
(9) pump prodlems
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(4)

(5}
- (6)

(7

(8)
(9)

(10)
(11)

(12)
(13)

(14)

(15)

(16)

(17)
(18)

procedure for 24 hour proplem reportiag

(a) physician

(b) HHA nurse

(c) suoply company (vendor)
(d) amdbulance

(¢) pharmacist

notification of utility companies

list of composition of Chemotherapy salution tg
include amount, rate ang expiration date

short or long temm administration (depends on
drug ordered)

maintenance of patant central line-heoarinizatzon

use of approved central Catheter clamps

(a) proper clamping
(b) weekly rotation of clamp site

assessment of chemotherapy containers for
leaks, contamination and proper labeling
(do not squeeze bag)

appropriate storage and rotation of supplies
recorded inventory checks on regular pasis

appropriate work area for initiation and
discontinuation of Chemotherapy solution

Note: Strongly recommend that chemotherapy
solutions not be mixeq in the home.

disposable gown, latex gloves and mask to be
worn during initiation ang discontinuation of

chemotherapy solution - use doudle gloves for
cleaning spills

discard all disposables in contact with chemo-
therapy solutfon in leak and puncture proof
containers marked hazardoys wastes and place in
sealed container - transport to medical facility
for disposal

procedure to be ysed if accidents occur -
accidential needlestick, spills

daily monitoring of temperature

daily weights if practical
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{19)

(20)

(21)

{22)

(23)

(24)

(25)

(26)

(27)
(28)

ongoing assessment for complications witp
notification of Physician, HHA nyrse jif they
occur

care of central catheter 1f patient has one
(clean/starile-with Hickman/Broviac Catheters,
use sterile technique firse month, then may
use clean technique) :

(a) use of povidene/iodine prep at catheter
site

(b) sterile occlusive dressing to be Changed
on a regular basis ang prn

{c) percutaneoys catheter-myst yse sterile
technique

securing all catheter Junctions ang taping of
catheter to body

changing of luer-lock-catheter Caps using
sterile technique aftar each dose chemo-
therapy; twice per week when not receiving
chemotherapy

(a) for multiple lumen catheter, change cap of

active lumen
(b) use of valsaiva Aaneuver when changing
£aps of percutaneoys line

chemotherapy 11ne should not pe used for other
medical purposes {except where there are ng
other alternatives, terminal patients - no
other venous access)

Note: Strongly recommend that home [V Chemo-
therapy be administered via central line,
especially vesicants.

change IV tubing with each dose of chemo-
therapy (for a 3-5 day continyoys infusion,
do not change tubing). AN tubing to e
primed with chemotherapy solution prior to
infusion

Chemotherapy solution to hang for ag long as
ordered

all connecting sites on IV apparatus are tg
have luer-lock devices and be taped

oral hygiene bid

promotion of active physical exercise in accord-

ance with patfent‘s Capavilities
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b. Written instructions to be sent home with patient/
caregiver and to be attached to all home health
agency referrals.

Physician Responsibilities

a. The.physician is to work in close collaboration with
the pharmacist and hospital personnel in making the
fnecessary arrangements for discnargelof the patient.

b. 'TheAphySician or his representative fs to contact
the Home Health Agency (HHA) and establish a Home
Health Plan of Treatment for chemotherapy and nursing

visit(s).

C. Notification of primary care physician if other than
the physician ordering the chemotherapy.

d. Specifics:

(1) chemotherapy orders to include:

(a)
(b)
(c)
(d)
(e)
(f)

name of drug

dose
rate
duration
route

method of delivery

(2) periodic lah studies required and ordered
according to drug being given

(3) periodic accessments of patient by physician
and/or representative

(4) automatic stop orders for Iv chemotherapy
for particular lab values and/or physical
findings ,

Pharmacist Responsibilfties

Introduction

Pharmacists involved 1n the preparation of IV chemotherapy
agents should possess adequate knowledge and skills
related to the specific requirements of ordering, storing,
preparing, handling and disposing of chemotherapy drugs
and supplies. They should also be knowledgeable regarding
proper dilutions, adeinistration guidelines and special

It is recommended that these pharmacists
possess up-to-date reference materials and develop good

precautions.

{

LA
Nt

ké:é\\/

working relationships with personnel who are experts in B
the field of chemotherapy. 4
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g.

Communicate with the physician, hospital personnej
and HHA to coordinate resources necessary for dis-
charge, ‘

Verify/evaluate physician's orders according to
compatibflity with other drugs/fluids, dose
levels, administration rates.

Evaluate for reimbursement sources,
Assist nurse and/or patient in teaching process.
Assure proper preparation of chemotherapy solution.

Note: Recommend that Type 11, Class 33 vertical
flow hood be used for preparation.

(1) sterile technique required

(2)  follow manufacturer's instructions for prepa-
ration

(3) prepared by pharmacist or trained technician
under direct supervision of pharmacist using
proper attire as indicated :

Prepare labels for chemotherapy container to include:

(1) patient's name

(2) date

(3) physician v

(4) concentration of chemotherapy agent
(5) dosages

(6) expiration date

(7)  required Federal labeling

(8) other precautionary statements

Act as resource person for HHA nurse in regards to
Chemotherapy agents.

(1) storage

(2)  stability

(3} compatibility

(4) rate

(5) necessary supplies

(6) administration

(7) complications .

(8) other information specific to chemotherapy
agent being used

(9) proper disposal of supplies used in adminis-
tration of chemotherapy

Maintain patient profile including cumylative doses
of chemotherapy agent.



D. Communi ty Services
1, Responsibilities of Home Health Agency Nursel/

3. Collaborate with hospital staff ¢q dssure continyity
of coordinateq care between hospital ang home ¢q
inclyde communication with Physician, medical suppliers,
pharmacist and other health professionals as indicateq.

b. Contact with patient/caregfver Same day ag
discharge from hospital,

C. Assess patient's condition,

d. Assess home environment prior to patient dfscharge
and, if found tg pe unsuitable, contact the physician,

€. Assess, review and reinforce all items under Hospisa)
Oischarge Planning #2 (Teaching).

f. Retuyrn demonstration by responsiple Persaen of pro-
cedures taught in the hospital,

9. Assist {n 1dentifying additional resources (especialiy
for relief) as needed.

h.  Review plans for follow-up care ang coordinate S
comunity referrals as necessary,

1. Assure consént'fonu 1s signed,

k. Notify tne patient/caregiver of emergency aumders :
home health agency,<physician. medical supplier, ang
availability of 24-hoyr services,

1. Yisit patient on a regular ang dppropriate basig
when on chemotherapy s deemed fecessary by the
physician and/or patient’'s condition.

m. Assure periodic laboratory monitoring specific tg
, the cheuotherapy being ordered,

. Maintain regular contact with physician ang other
disciplines as indicated. Physician to receive
- prompt notification of Tab resyite and physical
assessment findings,

'JRefer to Appendix II] for opinion statement of the Kentucky Boarg of L
Nursing (July 1984) regarding L.p N, practice in 1y Therapy .



r.

Strict adherence to proper disposal of Chemotherapy
supplies,

Maintain close contact with pharmacist regarding
chemotherapy agent being used.

If patient on 3-5 day concentrated infusion, at
terminatfon of infusion,. withdraw remyining chemo-
therapy agent out of central line (volume will
depend on type of central catheter), flush with
saline and heparinize.

Carefully assess for extravasation if [VAD (implantable
venous access device) 1is being used.

Refer to NITA standards, specifically recommendations of
practice listed under heading #32, Home [V Therapy Programs.
(Appenaix II) )
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APPENDIX I

Patient's Consent For Non-Nurse Administered
Intravenous Therapy In The Home

I, . consent to
(Patient™s Full Name)

_» who {s my | having

(Full Name) {Relationsnip)
responsibility for administering intravenous medications/fluids prescribed
by my physician and needed by me at my home.

I understand that will %e administering
(Full Name)
and monitoring the intravenous tnerapy in the absence of the visiting
nurse. '

I understand that has received instruction,
: (Full Name)
but that the instruction is not as complete as the training of the nurse.

I understand that only specially trained nurses will be assigned to
provide home care to me and that precautions will be taken tg avoid
compiications. However, I realize that at times complifcations occur
despite meticulous attention.

I understand that a visiting nurse service is an intermittent
service and the nyrse may not be present at the time of the therapy or
when complications/emergencies could arise, .

I agree to release -

(Name of Home Health Agency)
and any of its agents, servants or employees from any and all claims or
causes of action which I, or any of my heirs, successors, or assigns may
have arising out of the administering of my intravenous therapy whetnher
or not it is related to the instruction which

(Full Name)
received or any other reason.

I have the right to discontinue home intravenoys therapy upon
notification of my doctor.

My sfgnature certifies that I have read and understand and consent
to the administration of {ntravenous therapy in the home.

Signed:
(Date) {Patient)

Or:
(Witness) - (Responsible Adult)

{Relationship to Patient)
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S

or peripnerel vescular access.

L g::“' aseptic technique shal be edhered to for
cannule placement [n an emergency ¢i cuation,
when an V. canncle has been placed without
adequate skin preparation, the LV. cannuis
should be remaved as s00n as poasible and the
pravious site obeerved for 48 hoars.

8. lrrigation of LV. cannuias shouid be aveided

6. The type, gasge, length, inseruon date and
inidale of persom inserting the device sh ull be
recorded in the medical record and written on o
un-d“.wthcdm'bmitmum,
identified. ‘

7. The cannuls shouid be secured to stabilize it
at the insertion site.

& The auree shall ascertain pater and place
ment of the cannuls cfier placement. Evalas.
tion of petency ladyhmm&houldaadnu
throughout ,

Considerstion

-Mu‘mmnobiﬁtyudmyvi«iuchoddbo
ukuiauaaﬁdmﬁoavhuupiuudm -

ing an LV. cannuia,

Cannuls 8ite and 1.V. Dressing Care

Cannule site and LV. dressing care is o provide
reguler, standardized cannuls site inspection, site
unna‘uopﬂycmdrucin(.n\mmmum
should ndm«m&cmmm«

Recommendations of Practice )

L. 1fa wopical cintmentis yeed it shanid heapplied
at the LV. site at the time of insertion.

zucupialoiumhtud.m:u«uﬁ-
microbial (povidone-iodine) ig the ointment of
choice and widely accepted.

3. Auaihdma‘acchdlbcopplicdcmalllv.
oiunumt!nl.v.manhcnm«m

4. A starile transparent, semi-permeabls mem-
bmocdhuindmdumylncpﬂhdov«
LV.sitesto coverthe LV, cannuls entrance site.

Coasiderstion )
Sommumhm!unwmmmo{
polyantibictic cintment may be efficacious at the
skin-cannala junction site and that antiseptic
ointments, ¢.g. povidone-iodine have marginal
benefite.

10. LV. Cannsla Removal

MMLV.maducmumdadychum
every 48-72 heours. Periphersl LV. csanulas
chall be inspected and evalusted through an intact
dressing at least every § hours. Theoe mMessures
should reduce er prevent canayle related compii-
tioas of Practice

1. Routine periphersl LV. canauies shall be
chu(dula«duﬂ«yd&-nhm
provided ae LV, related complications are

2 Cannules inserted in en emergency giteation

. new q1ie &t the eetiiest oPPortunyey,

J. Penipherail cannules thae must remain in Blece
for prolonged penods (aver 72 houres due ta 1
patient’s condition should be considered o
N(h“ﬂlkdmddmpﬁqmmd Cequare
more {requent assesement and evalvation.

7.mamudimudby!mpempu¢,, will

rumeutnlmaua&mm.um‘mm

. = .Considerations

1. ‘ﬂn AUree, as dictated by establighed hospitai
?ehq. will euitury Sppropristely the catheter

is recomm

1L LV. Administration Set Chaage

Changing the LV. sdministration set is to prevent
or minimize eepsis relsted to the LV. delivery
systam,

Recommendatione of Praetice

L LV. sdministration tubing shall ‘be changed
every 24-48 hoary,

2 Changingof LV. administration sets should be
carmied out in a routine, standardized manner
and at the time & new containerof LV. solution
is initiated,

d An Wmumhodoﬂndiadac thedateof”
change of administration shell be employed.

4. “Piggy-back™ tubing shail be routinely changed

dating Mwm«aw emuisions
lho-.ld_ be changed immedistely sfter their

€ LV. sdministration sets vsed for Total Paren.
teral Nutrition shouid be changed every 2¢

_7.T-bia¢iuaiomohoddhmndby¢n

w«mwumumm
'ithllwlochuimctioadum«vim.

4 Alloddidmuthoodaiahmmmm as
Stopcocks and extension tubings ehouid be
changed at the same time the LV. sdministra-

tion set is changed.

Revised November 1981
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systams whenever possibie. All entnies 1nto the
adrunistration set such as the adminutration
of medications shouid be made through injec
tion ports thet are disinfected before entry.

10. Blood specimens shouid not be withdrawn
through LV. tubing.

11. Floshing or frrigetion of the LV. systam to
improve (ow should be avoided.

12 The entire LV. systam (cannula, sdministre-
tion set and fluid) shall bechanged immediately
if puruient thrombophlebitis, ceilulitis or LV,
related bacteremia are noted er stroagiy ewe-

pected,
13. For phiebitis, withowt concomitant signs of

ehouid be changed and the fivid evalvated as e

possible source for phlsbitia.
12 Dreseing Changee
Changing LV. dressings is to evaluate the inger
tion cits, prevont complications and minimise
oepeis,
Recommendations of Practice
L The LV. dressing should be changed every 2¢-
. 48 hours and immediately if the dressing
becomes soiled, wet or loose.
1:@%“&“&&0«1&2

reenags.

d During dredsing change, the insertion site
should be inspected and evaiuated for redness,
swelling and oth:r signs and symplome of
infection.

4. If the dreseing is changed, the site shouid be
cleaned with 70% fsopropyl alcohol or povidone-
iodine eclution and allowed to dry, followed by
reapplication of iodophor ointment and stecile

13. Culturing for Suspected LV. Related
Infections
Culturing is (0 ascertain the source and micro
organisms of suspected contaminstion.
Recommendations of Practice

1. If the LV. system is terminstod becsuse of
suspected LV. reisted infection, ie.. purvient

thrombophiebitis and bacteremis, the ekin at

the cannula junction should be clesned with
sicohol and allowed (o dry before the cannuis
is removed. The cannuia shouid be cuitured
using @ semiquantitative techaique. -

2 If the LV. eystam is terminated becamse of
suspectad fluid contamingtion ec reiated bec
teremia, the fluid should be cuitured and the
implicated bottie saved and the lot aember
recorded. ‘

3. If intringic contamination (contamination dur
ing menufacturing) is euspected, the heaith

14 Quality Control of 1.V, Solutions
To obeerve for possible intrinsic contamination

emee pow -

. compucnu;:nc;
Recommendations of Practice

1. Personnei shall wesh their hands before opcn«‘/— -

ing and edministaring parenteral flyid,.
2 All containers of parenterai fluid shall |

A Nt

inspected prior to ws* and checked foe visibiy, .

turbidity, diecoloraq. - leaks, cracks, dama
cape, um:nhu matier and fer the amu('::
turers expiration date before uee. If
is found, the fluid shall not be veed.
3. Oncs started, sit

2 Perscanel shall wash their handg before ad-

|izing.
1 Single dose vials should be weed for admi
L admixture

& A elsctive supplementary label shall be
affized 1 all admized (compoended) parenters
mmu.«w«m iot.
m&d&&‘dw‘.awaw'
daumdmwlndidtbcmmdm

. C._Ahmwﬁwhodchoddhuodktadmii-
solutions.

ing perentersl

kA H}ndlia( of sdmixtures should .be in keeping
with the ions Guidelines end
S}:dudn el.!bc American Society of Hoe-

.

8 Ccnoltibiﬁty of solution ingredients ehall be
authorzed by the pharmacy before aderuxing.

$. In the sbeence of & vacuum, en LV. solution
e_on&lin«lhdl be covered with & stenie air
tight, water proof cover after admixtyre.

16 thndan‘xiagmn«uidﬂhcvhmm.
hospital policy shall be strictly observed and
Mmm&um

16. Intermittent L.V, Therapy '

A-«h-'-ktiau!wiuml.v.,&mohdlh

. emplayed to previde intravascaleraccese forthe pa-
tient whoee condition will possibly require or
necessitete definite therapeutic or disgnoenc LV.
w.hm:l.v.'thm”dullhm-
ployed when contineows therapy is not required
by the patient’s condition.

Recommendations of Practice
L Intermittent vascuiar sccess shall be treat
a8 LV. peripherai catheters. '

Revised Navember 1961
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7 All V. cannuias iocxed with a rubber port

male adsapler may be used for intermittant
2 .

d. it‘;xc‘::;:rluad. a dose of heparin that does
not alter the pagent's clocing factors shail be
used for maintaining patency of LV. inwermit
tant cannais devices. Thess devices shoaid be
flushed with hcparinized saline solution row-
tindy and whensver necassary to msintaia

m.
4. ‘i’;xc use of obturators is not recommended.

S, In flushing intermittent devices, consideratioa _

should be given (o drug incompadibilities.

6. Uss of emall bors and short length needles is
recommended for administering LV, therapy
througis rubber ports of the intermittent device. *

7. The eptimel frequency for entering the rubber

port is not known and leskage depends oa the
size of the aeedle inserted through the rubber
port and the specific grade of rubber.

& Utilization of intermittent devices mey be
established by hospital policy and may be use
tal in the maintenance of intermittent medi-
cations. blood and blood components, LV. fluids,
or &8 vascular access for the criticaily ill

patient or unstabilized pedent, for laboratory

procedures and foc home LV. therapy.

Labeling of LV. Administration Sets,
Cannulas and'LV. Solations

LMLV.MM'&@WW
to the Standards of Practice as stated in the
section Quality Control of LV. Solutions under
the Recommendations of Practics.

2 All sdmixed parenteral fluids shall be labeled
sccording to the Standards of Practice as stated
in the section Admixzture of Parenceral Fluds
under the Recommendstions of Practice.

d All LV, sdminiscration sets shail be labeled
sccording to the Standards of Practice aa stated
in the section LV. Admunstretion Set Change
under the Recommendations of Practice.

4. All LV. canncias shall be labeled according

to the Standards of Practice es stated in the
section Cannuig Placement under the Recom-
mendations of Practice. -

Administration of LV. Medications
Administratioa of LV. medications shall be initi.
ated by & prescription of & medical doctor and

2. The healtk care facility shail provide o list of
spproved LV. medications which inciudes gen-
eric and trede name, indicstions for usage,
dosage with maximem limit, side effects. rateef
administratien, stability end stocage require
ments, apprepriate dilveats, incompatibilities,

toxicity, specific Jrecautions ang fucaing
intervencuonas.

3. Prior w0 edmmistenng an L.V. Medication, (e
registered professional L.V. nurse ghay be cogn;.
zant of the implicsuons of 1.V, medicayon, .

4. If an LV. medication has possibie allergic
igpliadon’_l. it is recommended that the payg;-

e @ ]
edded to continaally, - eod

€. The spproved drug list shail be reviewed an-

ncaily,
7. The patient shall be evaluated for possible
dreg sensitivity and possible complications
prioe, during and after LV. medicstion ad-
;inistration.
8. Administration of LV. medications shall be
in the petient's permanent record.
9. Aseptic tachnique ehall be adhered to in the
§ of LV. medications.

19. Administration of L.V, Iavestigational Deugs

The edministration of LV. investigational drugs

~shall be initiated by & prescription of & medieal

" Recommendations of Practice

1. TheadminictrationofLV. investigational drugs
shall be in accordance witk the Standards of
Practice es stated in the section Admenstretion
of LY. Medications wnder the Recommends-
tons of Practice.

Z The healith care (acility shall establish specific
guidelines, policies and procedures for the
sdministration of LV. investigstional drugs
and these guidelines, policies and procedures

- shall be stated in the LV. Policy and Procedure
Manual. .

3. A separate spproved list for the wse of LV.
investigational drugs shall be empioyed.

4. All LV. investigational drugs shall be spproved
by & hoepital committee.

S. LV. investigational drugs shall be tnitiated
wth the pstient’'s consent.

6. LV.investigatioral drugs shall be reviewed end
monitored by the medical staff.

20. LV. Push Medications

To provide inscant ebeorption of LV. medications
ia the blood, immediate therapeutic effect in an
emergency situation and for a specific drug
peculiarity.

Recommendations of Practice :

L An approved, seperste list of LV. push medica-
tions: ehall be provided by the hesith care
facility and etated in the LV. Policy end
Procedsre Menusl.

2 The sdministration o LV. push medicstions
shall be initisted ca the order of 8 medical
doctor o¢ oa the jedgement of a registered
professional LV. nurse in & life-threstening
emergency sitastion eccording (e the policy of
the heaith care facility.

Revised November 1981
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3. The sdrninustratuca of .V push medicauons
shouid be 1n accordance wth the Stancarde of
Pracuce in the section Admunwstrauon of LV.
Medicauons under the Recommendatons of
Practice. L )

4. Specaal emphasiz shall be given to the rate of
sdministratioa. -

S, LV. push medications shall be diluted sufe
fidently and sccording to the manufactarer's

. recommendations,

21. .22 Microa Alr Eliminating Filters

To protect the psatient from induced particulates,
possible sir emboli, pathogenic bactena (micro-
organisms) and Lo minimizs the nsk of LV. related
complications and sepeis.

Recommendations of Prectice

1. The toutine use of .22 microa air eliminating
filtere is advocated in delivering routae LV.
therapy since these filters effectively remove
particles and bacteria and prevent sir from
entering the LV. system.,

Z .2 micron air dliminating filters should be
routinely changed every 2¢—8 houre.

3. Possible retantion due to low dosage, solubility
and abeorption properties of LV. drugs through
8 .22 micron eir eliminsting filter shall be
congidered and follow the manufacturers’ rec
commendations,

4. Lipid emulsfons and blood and blood procucts

" shall aot be ttiterea through a .22 micron air
eliminating filter, . . .

S. The pressure tolerance of the filter housing
and membrane shall be & major consideration
prior to Gee.

€. The tolereted pei (pounds per equareinch)ofa
Qliter shall not exceed the maximum pressure
(psi) exeriad by the LV. pump.

7. .22 micron air eliminating Glters should be
placed at the terminal end of the LV. edminie-
tration set (as cicse to the LV. cannuis es
possible).

Considerations

L. This Aseociatica believes that the wee of 22
micron air eliminating filters ia cost justified.

2. From an infection standpoint only, the Centers
for Disease Control does not recommend the
routine use of .22 micron air eliminating filters.
Their recommendation is based en the lack of
Wﬁwmu«u.n&ocmgq_dn
micron air eliminating filters etudying Gitrs-
tion from an infection control standpoint. Sech

- studies ere difficuit to accomplish. However,

* there have been meny definitive stadies attest-
ing to the benefits of final filtration, ¢g.
minimizing phiebitis which is & precursoe to
infection and their air elimination properties
protacting the petient from air emboii. Since .22
cles, remeve micrvorganisms and prevent sir
from entering the LV. system, the National
Intravenowe Therspy Associstion believes that
many benefits of finai filtration have been

very weil docuniented in the literasuse ¢ns .o

use of 22 oucroa &ir eltminaung filters o,

mizes potential nek to the pauent, thys,

[] :
use 18 recommended toutinely (o al v s

apy._Fun.‘m-mon. .thcit Cost is jusufied .
possibly coet effective by considering poseipie
;oapheauonc of therapy resuiting 1n posssoie
urther medical treg and i
rhar . longer patieat
3. NoLV.filteris evgilable that wilj. prevent the

Rmau_uoudcdm of Practice
L. Delivery of ol 8spects of LV. therepy snail
hmmﬂdﬁthniainddﬂicdea from the
prescribed rate ordered.
2 Theuseof gravity feed mechanicsldevices.e g,
LV. controliers is advocated foe the megony
delivery of LV, therapy.

The use of pres=—r feed mechanical devvers. -

€8 LV. pumpe is recommended for controll ¢
LV: delivery when g specified accuracy of
delivery is mandatory due % patient risk. ° ,

4 LY. pumpe should maintain LV, delivery within
stingent devigtion of the prescribed medicai
order and their accuracy or deviated Limit (piue
or munus) shail be stated by the manafacturec.

S All LV. dectronic devices ehall be toutinely
cleaned end checked for any poesible mai-
functions.

8. :l'h. use of electronic mechanical controlling
infusion devices shall be prionitized end stated
byhocpiﬁdpoﬁcyinthoLV.Pﬂfcymde-
cedure Manual. - ’ )

1. The reqistered professions] L.V. nuree shail be
proficient and knowledgeable in the usc of
m ical controlling devices within the
heaith care facility. '

8. Operating instructions for electronic mechan:-
cal LV. controiling devices shail be affized te
the device,

9. Avdible end visible alarme to detect air, deviated
flow, occiusion, and any other deviations piac-
ing the patient at risk shall beintegratid within
the mechunical infusion device.

10. If the mechanical controlling device is battery
operated, the life and potency of the battery(s)
should be ascertained and changed accordingly.

1L Mmaudmkmmﬂincmlh@"/ ‘

be patient tamperpcool.
Consideraticae
L. Conederation showld be given te maximum

Revised November 1901
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OCCiudsvee "mﬁti."ldlb‘l |ae 4, v, iy cad

2 g:nudcnu’on should be given o acturacy over

¢ of back pressures.

3. The reewtered professions] LV. nurse should
be cognizsat of the Standerds on Infusion
Devices st forth by the Association for the
Advencemaent of Medical Instrumentation.

23. Blood Component Therapy
The initietion of biood and blood component ther

.pylm&ﬁmﬂﬂﬁtﬂm‘mnd
shall provide & safe and therapectic outcome as
8 ibed

sccordance with federal and stats reguistions
z.n.mmm«'wmwmp

mmwhm»mw'

professienal nuree after successful testing of

Mhhﬂm.bbdmm ’

blood and blood components and resctions.

clinical competency of sdministration tech.

niques and identification protocol of pa.
tient nd products end ing i

joa of
blood and blood components shall be appraved

bymudiulmmdm{hodﬁukﬁl o

;;iml annsaily. b

4. patient may tequired, according to

. established hospital policy, o sign & consent
form prior to administering blood end blood
component therapy.

8. Thepatient should be evaluated priorto, during
and after blood and blood component sdminia-
tration. '

- 6. All blood and blood prodects should be in-

onadpcicumuiumduiauaityot
&carodwmdpmdﬁaumm

7. The physician’s order for blood and blood
compoaents shail be written clearly snd specifs-
cally.

&. The patient shall be obeerved for at least five
minutes afler the initiation of blood and blood
components,

9. Adherence to sseptic technique in the sdminis-
tration of blood and blood components . is

mandatery.
10, mm«mmmwu-m

for accommodating blood ec biood componenta.
11. The registared professional nures dun. be

14. All iniukton, termination qng ny .
venuon regarding diood and blood ;::o::;
shall be documented in the patien

- prodects,
s B Whaama.tv.un-muauu

with saline sclutions rather then dextrose sole-
ticas prioe to and after edministering whole

- lysis of the red coll.
z.Bloodandbloed’wdeaoc&td-
ministered in conjunction with other L.V, solu-
tions or interrapted for sdministration of
another LV, goigtion. .

‘Considerations

L. The principle governing tranafusion therspy is
component therapy, ’

2 The use of fresh blood and blood components
minimizes adverse reactions.

3. The use of microaggregate fliters (20-40 mi-
crons) should be employed when chinicslly
indicated and appropriate.

4. A unit of fresh blood, fresh frozen pleama
or platelet concentration shouid be tranefused
fwm&lﬂcaiuo(m«db&oodgim
within a 2¢-hour period. T

2¢. LY. Chemotherspy

LV.WM&&M&.M
doctor’s ecder for safe administration of LV. eas-
aeoplastic agents in the treatment of cancer.

Recommendations ¢f Practice

L The edministration of antinecplestic sgents
Mhm&,mcmmdpn{w
L. Aurse whe posessses knowiedge and under
otanding of the besic principles of cancer
thera

pY.
2 The sdministration of LV, antineoplastic agents

Revised Novc-b_« 1941
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shall be in keeping with the recommendations
stated in this document for generai LY. therapy.

3. An spproved list of LV. antineopisstic drugs
inclading investigational agenta and & recom-
mendation for their preperstion and edminis-
tratioa shail be estabtished in hospital policy.

4. Detarmingtion of blood values shall be evain-
ated,

8. A general histery end ssomement of clinical
condition sheuld be noted prioe e trastment,

§. Preservation of vasculer accees is mandstory
for previding continued therspy.

9. The choice of cannuia ehall be determined by
the prescribed treatment, durstion and condi-
tion of pationt.

& Ascertaining placement of the LV, devies b9
avoid infiitretion is mandatory,

9. Druge classified a2 vesicants shail be sdminie-
tered in conjunction with & contineous LV. flow,

10. Appropeiate nursing interveation for extre-
;:udn of drugs, specially vesicznta, shall

o=

pleyod. &
11. Precauticns in preperstion and administration

of antineoplastic agents shall be empioyed for
protection of the patient and medical pervonael.

12. The rate of delivery of antineoplastic agents
shall be precisely contrelled and consideration
should be given to the vse of LV. mechanical
coatrolling deviess.

13. The uee of~22 micren air eliminating Slters
shocld be empleyed unlese coatraindicated.
14. Assessmment for the wee of Total Parenteral

Nutritiea should be empioyed.

1S, Assessmnent for the ese of blood compoaent
therapy should be employed.

" 16. Consent forms shail be mandatory foc all LV.
 investigationsal agents.

17. The physicsl and peychologics! aspects of LV,
cancer therapy shall be cleariy presa.: od and
discuseed with the petient.

18. Approgris:: intarventica for possible physical
effects, incleding but not limited 10 alopecia,
weight joes, navees and vomiting shouid
employed. .

Considerations

1. Consideration should be given te out petient
therapy when sppropriate.

. Z Colisberatien with ather members of the hesith
care team and local agencies shall be employed
for mesting the peychosocial needs of the

.25, Documentation of L.V. Therspy

To pretect the patient, nurse and hesith

- {acility and % retrieve statistical information by

vwritten documentiation and veriicstion of LV.

practiosis). . .

Recommendations of Practice

1. AllLV. precederss shail be documented. includ-

ing but et limited to: initistion, daily moaitoe
ing, number of venipuncture attempta, new site
changes, patient tolerance snd termination of
LV. therspy. ’

2. Documentation o: LV. therapy ¢4
lished by hoegital policy and .‘m:“‘:“;::‘g
Policy and Procsdure Manual. )

28. Termination of LY. Therapy -
LV. therepy is e be terminated en the ecg :
ncdted'. dodc. «bcamo(w.:::;:
complicstion.

3. Scisecte should net be woed sreund the LV.
cansuls site in terminating LV. therapy. -
&. Termination of LV. therapy shouid be docy-

container of LY. selution is initisted. .

. 3 TheLV. canncia sitz shonld begently paipatad
tpd tnspected for rednecs,-swelling and eny
signs of sepein. ’

4. The patient should be ssvessed for tolerance
and any pein sseecisted with this therapy.

$. The phyvician's order shouid be checked end
the petient’s record shouild be eseesned toinsare

therapy. ‘

6. If the LV. cannuie requires change.a new L V.
sccess should be established before removai of

7. If the dressing is changed at & (S-hewrinterval,
the site sheuid be cleaned with 0% fscpropyt
aicshal er iodepher oelvtion end & topical
cintment shouid be reeppliod. if weed. A stenie
dressing sheuid then be spplied.

§. LV. siten, threugh an intact dressing snd flow
retes should be checked ot least every § hours.

9. Labeling of caanele, dressing, LV. admini-
stration est and seixtions sheuid be in eccor-
dance with these Standards as stated under the
designated Sections.

10. Daily monitering and care shail be documented
in eccordance with practices es 9 etated
these Standarda. *

11. Adherence to strict seeptic teacheigee end

Revised November 1861
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&voidence of touch conwamineuon shall be
Tandatory tn daily monionng end care, )

12. Emphasis shall be piaced 08 minimal manipe-
lationg of the 1.V. systam,

Because manipulation and touch atamination
are common causes foc potential LV. compli
consideration should be given 1o aot interrepting
the LV. system for «un@w it has

28. Quality Assurance
Tbcud.tnaiviacl.v.thmnlhlﬂhm
teed an eptimal level of L A eu:‘.“:'}umy

€ mazimize qu . care

and minimi-.: possible LV, complications and
upﬁctuhammhmnadaiaaﬁuy
manner, )

Rmamoﬂ’nede. ,

L Quﬂtymhiahtt_udhudllm
of LV, therapy i Odinc.buaotli-ihdh:
cannule placement and care, LV. solation
preparation. fliter applicstion, LV, sdminie.

udinn‘udunn.

awmmudmm«mmmu
h&iupoeidtydullbcimmd
t«hw.lwﬂkywmmm

. tiens, expirations b:ud uypnduex‘::nqdu
questicned shall saacceptsble for use,

4. The registered professionsi LV. aures chail
be sccountable for im i 3

Lv. tecognition ef signs
and symptoms of LV. compiicatiocas shail bethe
sppropriate intervention.

care,

7. Professional, epecially traimed LY. asrsing
mmmm.n.v.mmﬂ-
cations and infections and ingwre i

programe .
-h-nuuuu&w.roaqmpm..
dure Mgnual - '

plementation of - iable Queitty Sssurance | v

- program.
n;m.ma . -
oiamufctdninhmdaaudddimyouv
‘hﬂ”b%inanu.m&. "
 tare infants 404 peemg.
‘ tions of Practice

‘;uhndmmﬁ;fmh.
- .um&.&mdduyu&
mmuumucvm;.m
1.Adquhmu§u_.l§i-no&8tyi¢
- “&.
Sssential < pe vering therapy

. TQMLV.WMMMM-
:;:dhc.wh ints ?ay aspects of LV, therspy,
i ¢t not limited te: LV, csnnale, LV,
dressings, 1. sdminigtrs

l.l‘:.ftcduaml.v.mcua.mhﬂhdby
uwu.ciud.iauehm&mgb«c
MM&&M«
Practics, ‘
ZW&NLV. iahedmchllhdm
mented end broeght to the atisntion of the
attending sad hospital infoctien

& Sﬁdmudmiquchd!&wvbm
“Piggy-back™ medications ec bolus medicaten
injectiens are delivered through rubber ports aa

lthV.“.iai&umem&jdum
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ol LV, edministrauon sets shail be disinfecteq

Price 10 entry,

" 8. Assesament of phiebitis shouid b"'dutad as
& sign and sympom that Precedes o Poesibily
LV.i

Vxn.tccﬁnu.
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The National Intravenous Therapy
Association’s Intravenous Nursing s
Standards of Practice

ve
- .-
o - . .

mmmwmM‘HmLV.ﬂmnNm:ShnMdhcﬁu”_wmm&m

revised, updated, and spproved by the Standards Commistes and the NITA Board of Directors. These Home L.V.
Therapy Standarde replace Section 32 in the existing “Standsrds of Practice™ document. The following Home
Standards are spplicable to all aspects of I.V: therapy delivered outside the hospital The eatire NITA “Stendards”

Home LV. Therapy *§ i Diesgint e i s ot

-~

Home LV, therapy standards are written for nuress
delivering intravenous care outside of the hospital. THY"
nurses practios shall comply with stats laws and

all standards ses forth by this Association which are .

spplicable to the delivery of home LV. therapy. The

primary goals of home LV. therapy are to achieve the

highest level of eelf care and quality ‘of life for the

nﬁgatbymﬁ&ngpaﬁmwlndtdbm

nursing care.

L. A physician's order shall be written regarding
patisat referrsi(s) for home LV. therapy.

Z A medical order shall be written and signed by &
physician to initiate and direct home LV. therapy.

3. The written ©:.dica! order(s) chall be reviswed and
updated by the physician routinely. '

4. Ouly physicians shall initiste & verbal medical
order(e). Verbal medical order(s) shail be docu-
mented immediataly by the registered narse and
brought to the physicians attention to be counter
signed by the physician as scon ss possible.

S. To insure thet preacribed care is sdministered

safely, the registered nurse shall have the know-
ledge and skills to interpeet and implement the
written medical ccder.

6. A consent form shoaid be established and signed
by the patieat and/or legal guardian.

7. Tha petient shail be assessed for his/her ability

* to safely edminister the prescribed home LV.

&H“&lﬁﬁ(w@whm&o
to achisve & determined level of self care, & signifi-
cant other(s) shall be incorpocated into the home
LV. therspy care plan and the phycician shali be
astiffied '

9. Thesignificant other(s) shall be sassessed for his/her
ability to safely sdminister the prescribed home
therapy treatmens(s) .

10. As the primary educator, the registered nurse shall
address indication(s), benefitz, methods and riaks
of therapy.

NITA, vol 7, March/ Apdt 1984

-

verbal explanations, demonstrations. evaiustion
end documentation of competency, proficiency in
performing therapy-related procedurss, self-moni-
tocing, scope of physical activities, necessary inter-
vention(s), safe discard of disposable equipment
udlpodﬁcccﬁouwboukuiaapocdble
emergency situation.

12. Thernpy specific teaching instructions will be uti-
lized during the educaticnal procsss and shall be
given to and remsin with the patient end/or
sigaificant other(s).

13. All supplies and equipment necessary for therapy
shall be available in the home before therepy is

14. Supply and equipment needs shail be coatinuously
evaluated and met.

15. By the date of discharge, & registered nurse shail
perform & home assessment and assist the pauent
and/or significant otherts) to determine an appro- .
priate ares for clesn, safe storage of supplies/
equipment, select 2 suitable area for procedures to
be performed. and determine a safe discard of
disposable equipment.

16. An ongoing assessment of patient and/or gsignifi-
cant otherls) compliance in performing therapy
relatod procedures shail be done et periodic inter-
vals depending on patient condition and therapy.

17. All commaenications(s) with and/ee site visit(s) tc
the patieat shall be documented.

18. A summary of patieat care shall be communicated
to the physician st regular intervala.

19. Any pertinent observation thet requires medicsl
interventicn shall be repocted to the physician

20. The patient and/or significant other(s) shall be
provided 24 hoar access to appropriate hesith care
professionai(s).

21. It is recommended that the patient carry and/or
wear approprists identification indicative of therapy.

22. Paycho-social concwerns of home LV. therapy should
be evaiuated

s
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KENTUCKY BOARD OF N URSING -
4010 DUPONT CR.-Suite 430
Lauisville, Kentucky 40207 N
(302) 8975143 T

OPINION

Reles of Nurges
in

Iatravenoug Therapy Practice

The prissry ®/ission of the Kentu .'{;atd of Nursing, Performed through
. the regulation of nurses gnd Buredg sducsasgon aad PTactice, gg ¢o protece
the public, and €0 assure thae gq¢,4 and effeceive Bursing care 14 provided
by nurses for the citizene of the th. 1In order £0 protect and
safeguard the bealth and safaty of the citizens whe Teceive 1ntravenocug

Nuserous inquiries tegarding intravenous therapy Practice have been
Teceived by the Board. The |inutes of the past Keatucky Board of Nurzing
‘meetings document thee there has been ongoing study of the roles of aurses
in incravenoug therapy Practice and thee the Board heq 1sszed opingeng -
relative to chig Baccter since 1976 In June, 1982, the Board cougcituced
& Pracice Committee, Composed of persone tepresenting Various aresg of
the Cozmonwveqich &nd varioug kinds of oursing practice Settings, to study
and make Tecommendationg tegazding the 4ppropriace Toles of aurses in
intravenous therapy Practice. The Practice Committee's Tesearch of thyg
issue included extensive reviev of Standardg of tursing Practice,

ealth, and lqve g§overning purging Practice. Relevene sectiong of
the Kentucky Reviged Scetutes Chapter 314 (chtucky Nursing Practice Act)
oving

Section 314.011(5) "Registered tursing practice” shall mean the
Performance of 4Cts requiring substancig] Specialized knowledge,
Judgment qnd aursing 8kill baged upoa the Principles of
psychological, blologiéal, phystcal gnd 8ocial sciences {n the
applicacion of the Qursing process n:

a) the care, Counsel and heslch teaching of ¢pe 111, injured or
infirn, :

b) the Raintenance of health op Prevention of 1llnesg of others.



authorized or limited by the Board, and vhich gre Consigrene
either with the American Nurges' A880ci1stion 8tandardg of

d) the Supervision gad teaching of o:hgrApcrtonnel in the Performance
e

¢) the Performance of other Bursing acts vhich 8T¢ suthorized op

organizationg of regtstcrge,qgrlcc.
Section 314.011(9) “Licenses ;riétical'nursing Practice” gng)) zean
the performance of acts Tequiring the knovliedge ang skills eyuch o4 -
4aTe taught or acquired in approved schools for Practica] Rursiag in:

&) the obcerving and caring for the 111, injured or infirn under the
direction of & Tegistared Surse, g 1{cenged Physician O deatige, -

e) the adainigtration of medicacion or tleatnent o authorized by &

OTganizationg of licenged Practical Qurges.
d) teaching or oupcrvisin; €XCept &8 limited by the Board.

e) the Performance of other nursing sceg vhich gre authorized or
lin{ted by the Boerd and vhich gre consistent wigh the Nationgl
Federation of Licenged Practical Rurges! Standardg of Praceice
established by Betionally accepted Organizstiong of 1icenged
PTacticsl aurses., :

Section 316.011(11) “Conzzaaing education” ghely Bean participacion
‘8pproved offering beyond che basic Bursing educacion program chee

PTesent gpecifyc coutent planned and evalusted ¢o Seet competency

based behavioral objectiveg wvhich develop pey skille gnd upgrade

Section 314.021(2) a11 individualg licensed under PTovisions of thig N
chapter shal]l pe Tesponsible gng accountable for Raking decigiong £y
that are beged uPon the individiuglg" educaciong] PTeparation and
€xperience {pn nursing,
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a«p.
2. Obgerve 4ad report subjective ;hdgpbjcctivc signs of adverge Tesctiong

3. 1laspect ingsercion site, chang;NZrccning and remove intravenoug Needle
OT catheter frog Periphergl veins excepe gg lin{tedes by the Board.

Category 11: Becsuse the curricula taught ¢n 4PPToved programs

for practical nursing provide the basic background kncvlcdgc for

the licensed fraceical furse to develop nev 8killg end upgrade
knovledge through continuing educacion, the 1icenged Practical gurge
B2y perform the folloving Procedures upon successfyl completion of
& Board approved continuing educaticn Course for intravenoug
therapy/procedures and under the supervisiont of 4 Teglstered gurge,
Pbysician or dentige:

1. Perfora veaipuncture ¢o withdrav blood from Peripheral veyng except gg

2. Perform Venipuncture to 8tart intravenous fluide {n Peripheral vetng
€Xcept as limiceden by the Board. -

3. Perforn venipuncture ¢o start the following v fluids - p ¥, D_Ks,

D ANS, D ks, RS, NS, tNs {5 Peripheral veing except ag finitid*' by

tgc Board.

4. Hang the following v flugdg - DSV. D XS, DSENS. D kNS, NS, LS, ing
to Pre-exigeing veaipunctures {n pcrighctal veing 2xc¢pt as linitedes

3. Change 1V aduinistrseton $QC except as limiteqes by the Bogyed.



Page

Category III: = The Tegistered nurge Ray perform 4]) PT¥ocedures
Categories I and II. Because the bagye Curricula taughe 14 8Pproved
programs for registered oursing include the in-depth applicatioy of
principles of ppychological.-biolozic&lc Phyeical and $oclal -gciences for

knovledge, Judgment and Bursing skills, onm} the re istered furge
aay perferm, but is not limfced to, the following intravenous Procedures:
1. Hang bloed or bloog componencg.,

2. Hang solution for intravencuse Parenteras] nutricion, e.g.
hyperalizentacion oT similay solution,

3. Adninigter Bedication via iatravenous roucte:

- Sp.
€. Add nedication to an 1ntraﬂﬁnggc solutien,

' b. Hang Piggy back infusions.

¢. Inject medicstioq iato an auxillary flugd chamber, ¢.8. voluerol,
burecrol, _

d. 1Inject ®edication vy, direcs ittravenous Toute, e.g, bolus, push.
4. Flugh or aspirate gn IV line, arterial 1ine, teedle or Catheter,

S. Change dressing, IV adainigeracion Set or remove gp {atravanous
canauls from che folloving: fenora], cubclavian. or jugulap Vein, any
vVenous or srteris] 8ite 1n vhich 4 central line yg inserted or any
arterial site or Cut-down gite. _

6. Change dressing, 1v adainistracqon $€C or remove g intravencus
cannuls vhen the PeTipheral cannujs BUST remzin ip place for Prolonged
Periods (>72 hours) O the patient heg &0 unexplained fever sad/or
there s payp of tenderness 4¢ the site of ingertion, or other g

*“Supervigion" shall mean immedistely available ¢o 48sess and evaluace
pacient Tesponse(s) and €0 assess, direct gng evaluate nursge
performance. T

**%Prcept as limiced" ghe}i] Bean the specified v Procedure shall noc be
Performed when the following sites/procedures 4Ie usad for 1v ~
aduinigeratiogn: femoral, subclavian or Jugulsr vein; any peripheral
vein in which ¢ central line {4 inserted, any arteria] site/line, any
central line insertion Procedure or cut-dowm Procedure.

Effective July 1, 1984,



APPENDIX XVIII

DESCRIPTION OF KENTUCKY

ADVANCE DIRECTIVE LAW

In compliance with the mandate for Kentucky to develop a written -
description of.its statutory and case law concerning advance d irectives,
this office presents such a description below, which is based on statutory

law, there being no case law which has specifically addressed the issue.

KENTUCKY LAW ON ADVANCE DIRECTIVES FOR MEDICAL DECISIONS

THE KENTUCKY LIVING WILL ACT

The 1990 session of the Kentucky General Assembly passed and the
Governor signed into law House Bill No 113, known as the Kentucky
Living Will Act, which is codified at KRS 311.622-644.and now sanctions -
the right of adult Kentuckians of sound mind to execute a written
declaration which would allow life-prolonging treatments to be
withheld or withdrawn in the event they become terminally ill and can
no longér participate in making decisions about their medical care. The
living will must be signed by the declarant in the presence of two
subscribing witnesses who must not be blood relatives who would be
beneficiaries of the declarant, beneficiaries of the declarant under the
descent and distribution statutes of Kentucky, an employee of a health
care facility in which the declarant is a patient, an attend ing physician of

‘the declarant, or any person directly financially responsible for the

declarant’s health care. The living will must be notarized.

-1



Two physicians, one of whom being the patient’s attending
physician, would have to certify that the declarant’s condition was
terminal before the living will could be impiementgd. The living will |
would not allow for the withholding or withdrawal of food or water, or
medication or medical procedures deemed necessary to alleviate pain,

and it would not apply to pregnént women.

THE HEALTH CARE SURROGATE ACT OF KENTUCKY

. Also enacted into law by the 1990 session of the Kentucky General
Assembly and the Governor was Senate Bill No. 88, the Health Care
Surrogate Act of Kentucky, which is codified at KRS 311.970-986 and
allows an adult of sound mind to make a written declaration which
would designate one or more adult persons who could consent or
withdraw consent for any medical procedure or treatment relating to
the grantor when the grantor no longer has the capacity to make such -
decisions. This law requires that the grantor, being the person making

the designation, sign and date the designation of health care surrogate

which, at his option, may be in the presence of two adult witnesses who

also sign or he may acknowledge his designation before a notary public
without witnesses. The health care surrogate cannot be an employee,
owner, director or officer of a health care facility where the grantoris a
resident or patient unless related to the grantor.

Except in limited situations, a health care fafnhty would remain
obligated to provide food and water, treatment for the relief of pain,
and life sustaining treatment to pregnant women, notwithstanding the

decision of the patient’s health care surrogate.

-2
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APPENDIX XVIII

DURABLE POWER OF ATTORNEY

A person may execute, pursuant to KRS 386.093, a document known

‘as adurable power of attorney which would allow someone else tobe

designated to make decisions regarding health, personal, and financial
affairs notwithstanding the later disability or incapacity of the person
who executed the durable power of attorney. -

PREPAREDBY:

THE CABINET FOR HUMAN RESOURCES
OFFICE OF GENERAL COUNSEL
APRIL 22,1991
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& Before me, the undersigned authority, on this day personally appeared

Living ‘Will Declaration

Declaration made this________ day’ of (month), (year).
, willfully and voluntarily make known my desire that my dying

shall not be artificially prolonged under the circumstances set forth below, and do hereby declare:

APPENDIX XIX

If at any time I should have a terminal condition and my attending and one (1) other physician
in their discretion, have determined such condition is incurable and irreversible and will result in death
within a relatively short time, and where the application of life-prolonging treatment would serve only
to artificially prolong the dying process, I direct that such treatment be withheld or withdrawn, and that
I'be permitted to die naturally with only the administration of medication or the performance of any
medical treatment deemed necessary to alleviate pain or for nutrition or hydration.

In the absence of my ability to give directions regarding the use of such life-prolonging treat-
ment, it is my intention that this declaration shall be honored by my attending physician and my family -
as the final expression of my legal right to refuse medical or surgical treatment and I accept the
consequences of such refusal ) )

If 1 have been diagnosed as pregnant and that diagnosis is known to my attending physician,
this directive shall have no force or effect during the course of my pregnancy.

I understand the full import of this declaration and I am emotionally and mentally competent to

make this declaration.

State of Kentucky ) :
‘ ' Bct.
County of ___ )

__ Living Will Declarant, and ' _and
, known to me to be witnesses whose names are each signed to the fore-
going instrument, and all these persons being first duly swom, , Living
Will Declarant, declared to me and to the witnesses in my presence that the instrument is the Living
Will Declaration of the declarant and that the declarant has willingly signed and that such declarant
executed it as a free and voluntary act for the purposes therein expressed; and each of the witnesses
stated to me, in the presence and hearing of the Living Will Declarant, that the declarant signed the _ .
declaration as witnessad, and to the best of such witnesses’ knowledge, the Living Will Declarant was
eighteen(18) years of age or over, of sound mind and under no constraint or undue influence.

Living Will Declarant < Witness
Address
Witness
. Address
Subscribed, sworn to and acknowledged before me by
—~ , Living Will Declarant, and
subscribed and sworn before me by : :
and , Witnesses, on this the

(year).

(day) of (month),




<

' SIGNED THIS DAY OF ) 19

APPENDIX XX

DESIGNATION OF HEALTH CARE SURROGATE

1 DESIGNATE . ' AS MY HEALTH CARE SURROGATE(S) TO

MAKE ANY HEALTH CARE DECISIONS FOR ME WHEN | NO LONGER HAVE DECISIONAL CAPACITY.
IF REFUSES OR IS NOT ABLE TO ACT FOR ME,

1DESIGNATE AS MY HEALTH CARE SURROGATE(S).
ANY PRIOR DESIGNATION IS REVOKED. ' :

SIGNATURE AND ADDRESS OF THE GRANTOR

IN OUR JOINT PRESENCE, THE GRANTOR. WHO IS OF SOUND MIND AND EIGHTEEN YEARS OF
AGE,OR OLDER, VOLUNTARILY DATED AND SIGNED THIS WRITING OR DIRECTED ITTO BE DATED

AND SIGNED FOR THE GRANTOR.

2 SIGNATURE AND ADDRESS OF WITNESS -

SIGNATURE AND ADDRESS OF WITNESS -

COMMONWEALTH OF KENTUCKY 4 o ) , ;
COUNTY : )

BEFORE ME, THE UNDERSIGNED AUTHORITY, CAME THE GRANTOR WHO IS .OF SOUND
MIND AND EIGHTEEN (15) YEARS OF AGE, OR OLDER, AND ACKNOWI_EDGED’IBATHEVOLUNTARILY -
DATED AND SIGNED THIS WRITING OR DDLECIED ITTO BE SIGNED AND DATED AS ABOVE.

DONE THIS DAY OF ‘ 19

SIGNATURE OF NOGTARY PUBLIC

DATE COMMISSION EXPIRES:
—



APPENDIX XxXI

ADVANCE DIRECTIVE
ACKNOWLEDGMENT

NAME: : DATE OF BIRTH:
SO.C. SEC.#:

PLEASE READ THE FOLLOWING FIVE STATEM ENTS:

Place your initials after each statement.

1. I have been given written materials about my right to accept
or refuse medical treatment. (initialed)

2. I have been informed of my right to formulate advance
directives. (Initialed)

3. lunderstand that!am not required to have an advance directive
in order to receive medical treatment. (Initialed)

4. lunderstand that the terms of any advance directive that |
have executed will be followed by my caregivers to the extent
permitted by law. (Initialed)

5. lunderstand that!can change my mind at any time and that my

decision will not result in the withholding of any benefits or
medical services. (Initialed)

PLEASE CHECK ONE OF THE FOLLOWING STATEMENTS:
[0  IHAVE EXECUTED AN ADVANCE DIRECTIVE.

OO0 HAVE NOT EXECUTED AN ADVANCE DIRECTIVE.

DATE:

Patient/Guardian

DATE:

Health Care Provider Representative



PATIENT SELF-DETERMINATION PROTOCOL FOR CERTIFIED
HEALTH CARE PROVIDERS

1. The Certified Health Care Provider shall inform all adult patients, in writing and
orally, of information under Kentucky Law concerning their right to make

decisions relative to their medical care.

2. The Certified Health Care Provider shall present each adult patientwith a
written copy of the agency’s policy concerning implementation of their

rights.

3. The Certified Health Care Provider shall not condition the provision of care or
otherwise discriminate against any patient based on whether the patient has

executed an advance directive.

4. The Certified Health Care Provider shall document in the patient’s medical
record whether or not the patient has executed an advance directive.

5. The Certified Health Care Provider shall ensure compliance with requirements
of Kentucky Law concerning advance directives.

6. The Certified Health Care Provider shall educate all agency staff and the
general public concerning advance directives.



APPENDIX XXI
PATIENT SELF-DETERMINATION

Policy:

Advise all adult patients (a person eighteen [18] years of age or older and who is of
sound mind) of their rights concemin? advance directives. (According to provider -

type, i.e., admission, start of care, etc.

Purpose: ‘
1. To assure individuals understand they have the right to:

a. Accept or refuse medical or surgical treatment; and

b. Formulate advance directives.

Procedure: |
Each Cer‘tified Health Care Provider shall:

1. Designate a person or persons responsible for informing adult patients of their
right to make decisions concerning their medical care.

2. Distribute to each adult patient the following information:

a. The Cabinet for Human Resources ‘ description of Kentucky Laws on
Advance Directives.

b. Agency policy regarding implementation of advance directives.

NOTE: Recommend distribution of additional information to assist patients
and/or staff in understanding advance directives. The following materials are

acceptable:

‘ “Advance Directives Issues and Answers”
- Hospice of the Bluegrass

“Advance Directives, Living Wiil, Health Care
Surrogate, Durable Power of Attorney” Video
Hospice of the Bluegrass

“About Advance Medical Directives”
Channing Bete Co., Inc.
“Living Will”
Division of Aging Services



PATIENT SELF-DETERMINATION (Continued)

“Planning For Difficult Times - Tomorrow's Choices”
“Planning For Difficult Times - A Matter of Choice”
‘ American Association of Retired Persons

3. Maintain Living Will and Designation of Health Care Surrogate documents for

distribution to adult patients upon request.

4. Documentation supporting compliance with the requirements regarding
non-discriminatory care shall be incorporated into the Quality Assurance

process.

5. Documentation supporting the patient's decision

to formulate an advance

directive shall be included in the medical record. (Recommend use of
attached Advance Directive Acknowledgment Form.) A processshall be
developed to assure appropriate staff are advised of the patient’s directive.

6. Documentation supporting all aspects of the staff

and general public education

. €@mpaign shall be recorded by appropriate personnel.

7. Stipulate by policy, family members or guardians will be provided with

information regarding advance directives when
otherwise incapacitated and unable to receive t

the patient is comatose or
he information. Once he or she

ts no longer incapacitated the information must be provided directly to the

adult patient.

i
v.'\

N
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CABINET FOR HUMAN RESOURCES
DEPARTMENT FOR MEDICAID SERVICES

APPENDIX II-B

KENTUCKY MEDICAL ASSISTANCE IDENTIFICATION ( M.A.LD./Q.M.B. ) CARD

(FRONT OF CARD)

Eligibility period is the month, day and

MedicdhwtancaCode

yearofKem:dtyMadcmdeﬁgbiﬂy
reprasaniad by this card. * From" daw is
first day of eligibility of this card. “To"

date is the day eligibility of this card ends
and is not included as an efigible day.

Madical Assistance identification
i Number (MAID) is the 10-cigit number
NOTICE required for billing medical sarvices.

Da” - . SOUR --:
card I N 08-01-%0 7
was o: 07-01-90 €37C 000123456
issued CASE NAME AND ADDRESS |
{SSUE DATE:
062760
Jane Smith
400 Block Ave
Frankfort, KY 40601
ATTENTION: THIS CARD TO VENDORS WHEN
YING FOR MEDICAL BENEFITS
SEEOTHER SKNATURE . w5 REVeRS
‘Casenameandad&ssdwb
whom the card is mailed. The name
in this block may be that of a relative
or other intorestad party and may not
be an eligible member.
L4
Name of members eligible for Medical

Assistance benefits. Only those persons
whosg namas are in this block are aligibls
for Kentucky Medicaid benefits.

Barwtte Mty 1 luow
—e- THISPERSONIALSO ¢ |
EUGiBLEFonanaBENEFn'S"-
Smith, Jane 1234567890 2 ]0353 1M}
Smith, Km 2345678912 |2 1284 |M
For
Kentucky Medicaid
Program Statistical
) Purposes

Dase of Buth shows month and
year of birth of each member .
Refer ©0 this block when
providing services limited to age.

WHITE CARD (ALSO)

TRANSMITTAL #19




CABINET FOR HUMAN RESOURCES .
DEPARTMENT FOR MEDICAID SERVICES APPENDIX II-B

KENTUCKY MEDICAL ASSISTANCE IDENTIFICATION (M.A.LDJQ.M.B.) CARD

{BACK OF CARD) ioa % Provi
codes indicate type of
insurance coverage as
shown on the front of the
<ard in “Ins." block.

RECIPIENT OF SERVICES
1. This card may be used % obtain centain secvices from
i i Oocain secvioes rom paricpating

and Guration of benelis, M’m'*““"

mummmmmmnm
&Youﬁlmh;nmmahﬁmdoaehm:“umm :
your protection, plsase sign on the line beiow, andl
mmummwumn
mﬁmmmwhﬂb«hﬁu‘dum

Sempararily out of state mey -

Reciplert
servioss by heving the p the K
mmums«m.

0 S pariy pay

both, for anyone who wiltiutty gives false infoln
W«dehmw-\

Notification to recipient of as sign t Recipient’s signature is not required.
to the Cabinet for Human Resources of

third party payments.

. cpatio m ) o k . - B
sy PHIC, o third party kabiky, should be directed to: zmummmmmm«mm R

¥ you have questions, mmwmdmmm .

TRANSMITTAL #19

)

Nl

P4



CABINET FOR HUMAN RESOURCES
DEPARTMENT FOR MEDICAID SERVICES AFPENDIX II-C

QUALIFIED MEDICARE BENEFICIARY IDENTIFICATION (Q.M.B ) CARD

o Eligibility period is the month, day and
(FRONT OF CARD) zle:r ;fngB oligibility representad by
* From" date is first day of efigibility of
this card. “To" date is the day

eligibility of this card ends and is not
- Wdontiica included as an efigible day,
tion Number (MAID) is the 10-
Fed .| digit number required for billing Modical lnsurance Code
Blue medical services. indicates type of .
insurance coverage. -
LIMTED MEDICAIO FOR QUALIRED MEDICARE BENERCIARIES i -
DENTIHCATION CARD E
COMMO 0TH OF KENTUCKY g -
. CABINET FOR HUYAN RESOURCES X
ELIGIBLE RECIPIENT AND > \ ELIGIBILITY PERIOD COVERAGE IS LIWTED TO: . _. )
D '+ MEDICARE PART A PREMIUMS £
per * MEDICARE PART 8 PREMIUMS £
Jane Smith \ / * MEDICARE CO-INSURANCE £
‘°°8'°°k£¥9- ) SSeoE——]—] * MEDICARE DEDUCTIBLES p
INSURANCE 0./ ks
7 i
DATE OF BIRTH . ‘
AMN:SHOW‘IH&;S‘CARDTO VENDORS WHEN ~— MONTHVEAR PLEASE SIGN MMEDATELY : §
Name of member eligible to be
:ryouaﬂo,ﬁ;dm"'mmeam' Date of Birth shows month and
nar;le is in this block is eligible year of birth of eligible individual.
for Q.M.B. benefits.

'RED, WHITE, AND BLUE CARD

TRANSMITTAL #19



CABINET FOR HUMAN RESOURCES :
DEPARTMENT FOR MEDICAID SERVICES APPENDIX II-C

QUALIFIED MEDICARE BENEFICIARY IDENTIFICATION (Q.M.B ) CARD

(BACK OF CARD)

lnfonnaﬁonbﬁecipiems,hduding
Information to Providers. including Insurance imitations, coverage and emergency
Identification codes which indicate type of ' care through QMB.

insurance coverage as shown on the front of the

card in “ins. block. - /
\

\ PROVIORRS OF sERVICE unvﬁuwmag
1JhhwwmmmaMhumumﬂNUdhnumﬁw-dk 1. Show this cerd wh y v Medical Care,
Sighie for Medicaid payment for Medicers part A and Part 8 Co-insurance and A
Deductables only. 2 You whl receive & new ard et 10 et of 6uch s as kg a6 g are ebgie for
2. Questions provider participation, typs, scope and duration of benefts,]  © For your Floato sign an twe tontat bmemediassty
m%m«mm%.mumu .
LA faw S arey s oard euoept e par
edsimbd-'l:lmm‘ Sotd on Sve ot of s eard,
%Eﬂ“&hm
Franidort, KY 40621-0001 <4 qnmmwm«umauwuw
Inaurence Counvy ofios.
A-Part A, Medicare Only £ Private Medical insucance
g-‘:“amow Pad MMM
'art
C-Both Perts A & 8 Medicare J- Unknown
smpm;::sum. f-om«
D-Blus Cross Biue Shield
E-Blue Cross Biue Shieid Hins Workers
WMajor Medical P-Black
wunmmnﬂdumwauuumauunuw-nu,,, 65 boe @saigned © the Cabinet for 10 amouof medioal
W::v,;uh mm«m&nﬁam&mmMM“Mhmhm
[ o
mmbmmmﬁm,ammdhmbymmm R o

TRANSMITTAL #19



CABINET FOR HUMAN RESOURCES

DEPARTMENT FOR MEDICAID SERVICES

APPENDIX II-D

KENTUCKY MEDICAL ASSISTANCE IDENTIFICATION (M.A.L.D.) CARD FOR KENPAC PROGRAM

(FRONT OF CARD)

Department for Social Insurance
case number.

This is NOT the Modical Assistance
{dentification Number :

Date of Birth shows month and
year of birth of each member.
Refer to this block when
providing services limited to age.

Eligibility period shows dates of eligibility repre-

Case name and address show to
whom the card is mailed. This person
may be that of a relative or other
interested party and may not be an
eligible member. '

sented by this card. * From" date is first day of
eligibility of this card. “To"datais theday -
eligibdlity of this card ends and is not included as Names of members elfigible for
an eligible day. KenPAC services provided Kentucky Medicaid. Persons
during this eligibility period must be authorized whose names are in this block
by the Primary Care provider fisted on this card. - have the Primary Care provider
listed on this card.
,/
— Members Bighjd for . | Wedical Assistance Lulogxf'ﬂn
e.::é Number YR )
card 7 1 .
_was FROM: \  06-01-90 I Smiith, Jane 1234567890 2 |0353 w :
issued T0: 07-01-90 037 C 000123456 Smith, Kim 2345678912 2 [1284 '
CASE NAME /
ISSUE DATE:
052700 /
Jane Smith
400 Block Ave. /
Frankfort, KY 40601
ATTENTION: THIS CARD TO VENDORS WHEN
APPLYING FOR MEDICAL BENEFITS
OR SIGNATURE AP SK (1181)

Number (MAID) is the 10-digit number
required for billing medical services.

Name, address and phone number of
the Primary Care provider.

TRANSMITTAL #19

GREEN CARD




CABINET FOR HUMAN RESOURCES
DEPARTMENT FOR MEDICAID SERVICES

APPENDIX II-D

KENTUCKY MEDICAL ASSISTANCE IDENTIFICATION (M.ALD.) CARD FOR KENPAC PROGRAM

(BACK OF CARD)

information % Providers. including Insurance identification

information to Recipients, including

codes which indicate type of insurance coverage as shown on fimitations, coverage and emerge
the front of the card in *ins.” block. care through the KenPAC system.
T card oo thatthe o st haroon & ighie during the poriod RECT OF SERVICES
ios person oigzle 0 porix - The designand KenPAC primary proviser must provide of auborize the klomieg

mmmammmw&hmuwwm

g

<; or
|2 nteeventofan Y,
rimary Provider ehown On 6 reverss side.

oy o~ e A e
S primary provider 8 ot required for aphthaimalagiets, peychiainic, and cbssericsl
Tox ot Sovered sans aove. %

P-Black Lung

Questions provider type, scope and duration of benefits, Covers sord " o0 Gbtaiied wWihout ovn
bliing mﬁ%{uﬂ“muwy.mumb, *Mmm%wwu?&%
e Gaering, waion, Pency Fanepartation, ecresring. femly planring. |
wanummmmmummwm
Medicare Ineurance Privase Medical lnsucance L’n. Yaunui.cmmuumdmm ebglse kx
a:::t Medicare Wm Paki Py m:« t«'::h' ageinet the law O:rq::-h.:c::a:.;:::nmm“ ’u‘u
8-Part 8 Medicare H-Hoakh Mairtenance Oganization {. onthe frontof tis ons. : i
&mﬁ:gm J- Unknown 5 you b by St youn ok by wodkar &t v oouriy ofics. k
Parts Sedicare . Rediglent autof the sate reonivs emérgancy tediosid eervices
Paid ﬁmm.[ wupm‘umu-\qnmmmx
O-Blus Cross Bive Shisid M-None ’
E-Bius Cress Blue Shisid N-Unitod Mine Worors

assistanos peid on your behalt.

m&.mwmum.«m

Notification to recipient of assignment
o the Cabinet for Human Resources of

third party payments.

BECIEENT OF SERYICES: You are hereby notihed Sat urder Bats W.WMN:M&MMWMM

Mmmt«.:mhcmwlm.abmhm“mw
use of the card by an insligible

© #w Cabinvet fof the amourit of medicel

mmmww .

Recipient's signature is not required.

N L
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CABINET FOR HUMAN RESOURCES
DEPARTMENT FOR MEDICAID SERVICES

APPENDIX II-E

KENTUCKY MEDICAL ASSISTANCE IDENTIFICATION (M.A.L.D.) CARD FOR LOCK-IN PROGRAM

(FRONT Of CARD)

Madical Assistance Identification Number (MAID) is the
10-digit number required for billing medical services.

Eligibility period shows dates of efigibility represented by
this card. * From® date is first day of eligibility of this
card. “To" date is the day eligibility of this card ends and
is not included as an efigible day.

Name and provider number of Lock-In physician.
Kentucky Medicaid payments will be limited to
this physician (with the exception of emergency
satvices and physician referral unless otherwise
authorized by the Kentucky Medicaid Program.

for Medical Assistance benefits. All
eligible individuals in the Lock-In
Program will recsive a separate card.

Department for Sodial lnsurance case
aumber. This is NOT the Medical
Assistance ldentificaion Number.

FCATONCARD ~
COMMONWEALTH OF KENTUCKY '
CABINET FOR HUMAN RESOURCES
ATTENTION SHOW THIS CARD TO VENDORS WHEN \l [eLicsumy perico PHYS NAME
APPLYING FOR MEDICAL BENEFITS FROM )
ELIGIBLE RECIPIENT & ADORESS ) -
TO PHYSICIAN PROVIDER ND.
MEDICAL ASSISTANCE
IDENTIFICATION NUMBER
SEXCOOE
INSURANCE — AN R
AN
DATE OF BIRTH
PHARMACY PROVIDER NQ.
CASE NUMBER
SEE OTHER SIDE FOR SIGNATURE MAP S20A REV 1189
Insurance
Cumrently Code
- Left Blank
Name and address of member eligible

PINK CARD

Name, address, and provider number
of Lock-in pharmacy. Payment for
pharmacy services is limited to this
pharmacy, except in cases of
emergency. In case of emergency,
payment for covered setvicas can be
made to any participating pharmacy,
provided nofification and justification
of the service is given to the lock-in
program.

b=
ot
o)

TRANSMITTAL #



CABINET FOR HUMAN RESOURCES
DEPARTMENT FOR MEDICAID SERVICES APPENDIX II-E

KENTUCKY MEDICAL ASSISTANCE IDENTIFICATION (M.A.L.D.) CARD FOR LOCK-IN PROGRAM

(BACK OF CARD)

Information to Providers, including proce-
dures for emergency treatmsat, and
identification of insurance as shown on the
front of the card in "lns.” block.

ATTENTION /7
mwdouﬁﬁummmonWmmﬁmdmmhcﬁgbbm:qtnp«bdmw{qmw«sdﬂmKemudo/MadidAssiaa:m
Program. wwmwmmummmmmmmmm«mdmhwm -

hwmdm«m.wmmmmwmwmw«mmmmwylca&omlspefsonnlsaeovm
ufvicc.mmbmmmmmmmm.wmmwummtnmd?mgmwmRecbhm : E
Mmdm'mmmmmwmmmmhmmumwww B
mummwmmammumamwhmqmm
Ymmwwmm&nmmm.mmummm has been assigned 1o the Cabinet for the amout of medical
assistance peid on your behatt,

F- Private Modical insurance { have read the above information and agree with
the procedures as outined and explained to me

:,‘_m Mine Workecs Signature of Recipient or Repmsuwy Date
P-Black Lung
RECIPIENT OF SERVICES

0,0 m«m:«-mumummmymmu
: mwmuuyw&m“dh@dbym ligh

Notification to recipient of assignment Redipient's signature is rot required.

o the Cabinet for Human Resources of
third party payments.

TRANSMITTAL #£19



APPENDIX 111

MAP-343 (Rev. 5/86) Provider Number:
_\

(If Known)

COMMONWEALTH OF KENTUCKY
CABINET FOR HUMAN RESOURCES
DEPARTMENT FOR MEDICAID SERVICES

PROVIDER AGREEMENT

THIS PROVIDER AGREEMENT, made and entered.into as of the  day of

s 19, by and between the Commonwealth of Kentucky, Cabinet

for Human Resources, Department for Medicaid Services, hereinafter referred to

as the Cabinet, and

(Name of Provider)

(Address of Provider)
hereinafter referred to as the Provider.
WITNESSETH, THAT:

Whereas, the Cabinet for Human Resources, Department for Medicaid Services,
in the exercise of its lawful duties in relation to the administration of the
Kentucky Medical Assistance Program (Title XIX) is required by applicable federal
and state regulations and policies to enter into Provider Agreements; and

Whereas, the above named Provider desires to participate in the Kentucky
Medical Assistance Program as a

(Type of Provider and/or level of care)

Now, therefore, it is hereby and herewith mutually agreed by and between
the parties hereto as follows:

1. The Provider:

(1) Agrees to comply with and abide by all applicable federal and state
laws and regulations, and with the Kentucky Medical Assistance Program policies
and procedures governing Title XIX Providers and recipients. :

(2) Certifies that he (it) is licensed as a s
if applicable, under the laws of Kentucky for the Tevel or type of care to
which this agreement applies.

(3) Agrees to comply with the civil rights requirements set forth in 45
CFR Parts 80, 84, and 90. (The Cabinet for Human Resources shall make no
payment to Providers of service who discriminate on the basis of race, color,
national origin, sex, handicap, religion, or age in the provision of services.)



MAP-343 (Rev. 5/86)

(4) Agrees to maintain such records as are necessary to disclose the
extent of services furnished to Title XIX recipients for a minimum of 5 years
and for such additional time as may be necessary in the event of an audit
exception or other dispute and to furnish the Cabinet with any information
requested regarding payments claimed for furnishing services.

(5) Agrees to permit representatives of the state and/or federal government
to have the right to examine, inspect, copy and/or audit all records pertaining to
the provision of services furnished to Title XIX recipients. (Such examinations,
inspections, copying and/or audits may be made without prior notice to the Provider.)

(6) Assures that he {it) is aware of Section 1909 of the Social Security
Act; Public Law 92-603 (As Amended), reproduced on the reverse side of this
Agreement and of KRS 194.500 to 194.990 and KRS 205.845 to 205.855 and 205.990
relating to medical assistance fraud.

{7) Agrees to inform the Cabinet for Human Resources, Department for
Medicaid Services, within 30 days of any change in the following:

{a) name;

{b) ownership;

(c) Ticensure/certification/regulation status; or
{d) address.

(8) Agrees not to discriminate in services rendered to eligible Title
XIX recipients on the basis of marital status.

(9) (a) 1In the event that the Provider is a specialty hospital providing hacd
services to persons aged 65 and over, home health agency, or a skilled nursing
facility, the Provider shall be certified for participation under Title XVIII
of the Social Security Act.

{b) In the event that the Provider is a specialty hospital providing
psychiatric services to persons age 21 and under, the Provider shall be approved
by the Joint Commission on Accreditation of Hospitals. In the event that the
Provider is a general hospital, the Provider shall be certified for participation
under Title XVIII of the Social Security Act or the Joint Commission on Accredita-
tion of Hospitals.

(10) 1In the event that the provider desires to participate in the physician
or dental clinic/corporation reimbursement system, Kentucky Medical Assistance
Program payment for physicians' or dentists' services provided to recipients of
. the Kentucky Medical Assistance Program will be made directly to the clinic/

corporation upon proper issuance by the employed physician or dentist of a
Statement of Authorization (MAP-347). :

This clinic/corporation does meet the definition established for o
participation and does hereby agree to abide by all rules, regulations, policies
and procedures pertaining to the clinic/corporation reimbursement system.

2. In consideration of approved services rendered to Title XIX recipients
certified by the Kentucky Medical Assistance Program, the Cabinet for Human FO
Resources, Department for Medicaid Services agrees, subject to the availability N
of federal and state funds, to reimburse the Provider in accordance with
current applicable federal and state laws, rules and requlations and policies
of the Cabinet for Human Resources. Payment shall be made oniy upon receipt
of appropriate billings and reports as prescribed by the Cabinet for Human
Resources, Department for Medicaid Services.
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3.  Either party shall have the right to terminate this agreement at any
time upon 30 days' written notice served upon the other party by certified or
registered mail; provided, however, that the Cabinet for Human Resources,
Department for Medicaid Services, may terminate this agreement immediately for
cause, or in accordance with federal regulations, upon written notice served
upon the Provider by registered or certified mail with return receipt requested.

4. In the event of a change of ownership of an SNF, ICF, or ICF/MR/DD
facility, the Cabinet for Human Resources agrees to automatically assign this
agreement to the new owner in accordance with 42 CFR 442.14.

5. In the event the named Provider in this agreement is an SNF,

ICF, or ICF/MR/DD this agreement shall begin on » 19  , with
conditional termmination on » 19, and shall automatically
terminate on s 19 , unless the facility is recertified

in accordance with applicable regulations and policies.

PROVIDER CABINET FOR HUMAN RESOQURCES
DEPARTMENT FOR MEDICAID SERVICES
BY: BY: |
Signature of Authorized Official Signature of Authorized Official
NAME: NAME:
TITLE: TITLE:
DATE: ' DATE:




P.L. 92-603 LAWS OF 92nd CONG.--2nd SESS. {As Amended)

PENALTIES e

Section 1909. (a) Whoever-- AN

(1) knowingly and willfylly makes or causes to be made any false statement or representation of a material
fact in any application for any benefit or payment under a State plan approved under this title,

(2) at any time knowingly and willfully makes or causes to be made any false statement or representation
of a material fact for use in determining rights to such benefit or payment,

(3) having knowledge of the occurrence of any event affecting (A) his initial or continued right to any
such benefit or payment, or (8) the initial or continued right to any such benefit or payment of any other
individual in whose behalf he has applied for or is receiving such benefit or payment, conceals or fails to
disclose such event with an intent fraudulently to secure such benefit or payment either in a greater amount or
quantity than is due or when no such benefit or payment is authorized, or

(4) having made appliication to receive any such benefit or payment for the use and benefit of another and
having received it, knowingly and willfully converts such benefit cr payment or any part thereof to a use other
than for the use and benefit of such other person,

shall (i) in the case of such a statement, representation, concealment, failure, or conversion by any person in
connection with the furnishing (by that person) of items or services for which payment is or may be made under this
title, be guilty of a felony and upon conviction thereof fined not more than $25,000 or imprisoned for not more than
five years or both, or (ii) in the case of such a statement, representation, concealment, failure, or coaversion by
any other person, be guilty of a misdemeanor and upon conviction thereof fined not more than $10,000 or imprisoned
for not more than one year, or both. In addition, in any case where an individual who is otherwise eligible for
assistance under a State plan approved under this title is convicted of an offense under the preceding provisions
of this subsection, the State may at its option (notwithstanding any other provision of this title or of such plan)
limit, restrict, or suspend the eligibility of that individual for such period (not exceeding one year) as it deems
appropriate; but the imposition of a limitation, restriction, or suspension with respect to the eligibility of any
‘individual under this sentence shall not affect the eligibility of any other person for assistance under the plan,
regardless of the relationship between that individual and such other person. _
{b)(1) Whoever knowingly and willfully solicits or receives any remuneration (including any kickback, bribe,
or rebate) directly or indirectly, overtly or covertly, in cash or in kind--,
{A) 1n return for referring an individual to a person for the furnishing or arranging for the furnishing
of any item or service for which payment may be made in whole or in part under this title, or
{8) in return for purchasing, leasing, ordering, or arranging for or recommending purchasing, leasing, or
ord$r1ng any good, facility, service, or item for which payment may be made in whole or in part under this
title,

shall be guilty of a felony and upon conviction thereof, shall be fined not more than $25,000 or imprisoned for not  \rF?

more than five years, or both.
(2) Whoever knowingly and willfully offers or pays any remuneration (including any kickback, bribe, or rebate)
directly or indirectly, overtly or covertly, in cash or in kind to any person to induce such person--
(A) to refer an individual to a person for the furnishing or arranging for the furnishing of any item or
service for which payment may be made in whole or in part under this title, or
(B) to purchase, lease, order, or arrange for or recommend purchasing, leasing, cr ordering any good,
facility, service, or item for which payment may be made in whole or in part under this title,

shall be guilty of a felony and upon conviction thereof shall be fined not more than $25,000 or imprisoned for not
more than five years, or both.

(3) Paragraphs (1) and (2) shall not apply to--

(A) a discount or other reduction in price obtained by a provider of services or other entity under this
title if the reduction in price is properly disclosed and appropriately reflected in the costs claimed or charges’
made by the provider or entity under this title; and

(B) any amount paid by an employer to an employee {who has a bona fide employment relationship with such
employer) for employment in the provision of covered items or services. ’

(c) Whoever knowingly and willfully makes or causes to be made, or induces or seeks to induce the making of, )
any false statement or representation of a material fact with respect to the conditions or operation of any institution
or facility in order that such institution or facility may qualify (either upon initial certification or upon recerti-
fication) as a hospital, skilled nursing facility, intermediate care facility, or home health agency (as those terms are
employed in this title) shall be guilty of a felony and upon conviction thereof shall be fined not more than $25,000
or imprisoned for not more than five years, or both.

(d) Whoever knowingly and willfully--

(1) charges, for any service provided to a patient under a State plan approved under this title, money or
other consideration at a rate in excess of the rates established by the State, or

charges, solicits, accepts, or receives, in addition to anv amount otherwise required to be paid under

a State plan approved under this title, any gift, money, donation, or other consideration {other than a charitable,

reltigious, or philanthropic contribution from an organization or from a person unrelated to the patient)--

(R} as a precondition of admitting a patient to a hospital, skilled nursing facility, or intermediate
care facility, or '
{8) as a requirement for the patient's continued stay in such a facility,

when the cost of the services provided therein to the patient is paid for (in who{e or in part} under the State

plan, )
shall be quilty of a felony and upon conviction thereof shall be fined not more than $25,000 or imprisoned for not
more than five years, or both.



MAP-343 A
(11/91)
APPENDIX III
CERTIFICATION ON LOBBYING
CABINET FOR HUMAN RESOURCES
DEPARTMENT FOR MEDICAID SERVICES

The undersigned Second Party certifies, to the best of his
or her knowledge and belief, that for the preceding con-
tract period, if any, and for this current contract period:

1. No Federal appropriated funds have been paid or will
be paid, by or on behalf of the undersigned, to any
person for influencing or attempting to influence an
officer or employee of any agency, a Member of Con-
gress, an officer or employee of Congress, or an em-
ployee of a Member of Congress in connection with the
awarding of any Federal contract, the making of any
Federal grant, the making of any Federal loan, the
entering into of any cooperative agreement, and the
extension, continuation, renewal, amendment, or modifi-
cation of any Federal contract, grant, loan, or cooper-
ative agreement.

2. If any funds other than Federal appropriated funds
have been paid or will be paid to any person for influ-
encing or attempting to influence an officer or employ-
ee of any agency, a Member of Congress, an officer or
employee of Congress, or an employee of a Member of
Congress in connection with this Federal contract,
grant, loan, or cooperative agreement, the undersigned
shall complete and submit Standard Form-LLL "Disclo-
sure Form to Report Lobbying," in accordance with its

instructions.

3. The undersigned shall require that the language of
this certification be included in the award documents
for all subawards at all tiers (including subcon-
tracts, subgrants, and contracts under grants, 1loans,
and cooperative agreements) and that all subrecipients
shall certify and disclose accordingly.

This certification is a material representation of
fact upon which reliance was placed when this transac-
tion was made or entered into. Submission of this
certification is a prerequisite for making or entering
into this transaction imposed under Section 1352, Ti-
tle 31, U.S. Code. Any person who fails to file the
required certification shall be subject to a civil
penalty of not less than $10,000 and not more than
$100,000 for such failure.

SIGNATURE:

NAME :

TITLE:

DATE:
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MAP-344 (Rev. 3/91)

Kentucky Medicaid Program

Provider Information

1.
(Name) (County)
2. v :
(Location Address, Street, Route No, P.0. Box)
3.
- (City) (State) (Zip)

4, :

(Office Phone# of Provider)
5.

(Pay to, In care of, Attention, etc. If different from above address.)
6.

Pay to address (If different from above)

7. Federal Employee ID No.

8. Social Security No.

9. License No.

10. Licensing Board (If applicable):

11. Original license date:

12. Kentucky Medicaid Provider No. (If known)

13. Medicare Provider No. (If applicable)

14. Practice Organization/Structure: . (1) Corporation
(2) Partnership (3) Individual
(4) Sole Proprietorship (5) Public Service Corporation
(6) Estate/Trust (7) Government/Non-Profit

15. Are you a hospital based physician (salaried or under contract
by a hospital)? yes no
Name of hospital(s)




16.

17.

. 18.

19.

20.

21.

22.

If group practice, number of providers in group (specify provider type):

If corporation, name, address, and telephone number of corporate office:

Telephone No:

Name and address of officers:

If partnership, name and address of partners:

National Pharmacy No. (If applicable):
(Seven-digit number assigned by the National Council for Prescription Drug
Programs. )

Physician/Professional Specialty Certification Board (submit copy of
Board Certificate):
1st Date

2nd Date

Name of Clinic(s) in which Provider is a member:
1st

2nd

3rd

4th

Control of Medical Facility:

Federal __ State __ County __ City
___ Charitable or religious :
___ Proprietary (Privately-owned) __ Other



23.
24.
25.
26.

21.

28.

29.

30.

31.

32.

33.

APPENDIX ITI

Fiscal Year End:

Administrator : Telephone No.
Assistant Admin: Telephone No.
Controller: Telephone No.
Independent Accountant or CPA:

Telephone No.

If sole proprietorship, name, address, and telephone number of owner:

If facility is government owned, list names and addresses of
board members:

President or Chairman of Board:

Member:

Member:

Management firm (If applicable):

Lessor (If applicable):

Distribution of beds in facility:
Total Kentucky

Total Licensed Medicaid
Beds Certified Beds

Acute Care Hospital
Psychiatric Hospital
Nursing Facility
MR/0DD

NF or MR/DD owners with 5% or more ownership:
Name Address % of Ownership




'34. Institutional Review Committee Members (If applicable): S

35.

36.

37.

Providers of Transportation Services:
Number of Ambulances in Operation:
Number of Wheelchair Vans in Operation:

Basic Rate $ _ (Includes up to ___ miles)
Per Mile $ - Oxygen $
Extra Patient $ Other §

Has this application been completed as the result of a change of ownership of a
previously enrolied Medicaid provider? yes no

Provider Authorized Signature: I certify, under penalty of law, that the infor-
mation given in this Information Sheet is correct and complete to the best of

my knowledge. I am aware that, should investigation at any time show any falsi-
fication, I will be considered for suspension from the Program and/or prosecu-
tion for Medicaid Fraud. I hereby authorize the Cabinet for Human Resources to
make all necessary verifications concerning me and my medical practice, and
further authorize and request each educationat institute, medical/license board
or organization to provide all information that may be sought in connection

with my application for participation in the Kentucky Medicaid Program. o,
Signature:
Name:
Title:

Return all enrollment forms, changes and inquiries to:

Medicaid-Provider Enrollment
Third Floor East

275 East Main Street
Frankfort, KY 40621

INTER-OFFICE USE ONLY )

License Number Verified through (Enter Code)
Comments :

Date: Staff:
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Agreement Between the
Kentucky Medicaid Program
and
Electronic Media Billing Agency

This agreement regards the submission of claims via electronic media to the Kentucky
Medicaid Program (KMP).

The has
’ (Name of Billing Agency)

entered into a contract with ’
(Name of Provider)
» to submit claims via electronic media for services provided to

(Provider Number)
KMP recipients. The billing agency agrees:

1. To safeguard information about Program recipients as required by state and
federal laws and regulations;

2. To maintain or have access to a record of all claims submitted for payment
for a period of at least five (5) years, and to provide this information
to the KMP or designated agents of the KMP upon request;

3. To submit claim information as directed by the provider, understanding the
submission of an electronic media claim is a claim for Medicaid payment and
that any person who, with intent to defraud or deceive, makes, or causes to
be made or assists in the preparation of any false statement, misrepresen—
tation or omission of a material fact in any claim or application for any
payment, regardless of amount, knowing the same to be false, is subject to
civil and/or criminal sanctions under applicable state and federal statutes.

4. To maintain on file an authorized signature from the provider, authorizing
all billings submitted to the KMP or its agents.

The Department for Medicaid Services agrees:
1. To assign a code to the billing agency to enable the media to be processed;
2. To reimburse the provider in accordance with established policies.

This agreement may be terminated upon written notice by either party without cause.

Signature, Authorized Agent of Billing Agency

Date:

Contact Name:

Signature, Representative of the

Department for Medicaid Services Telephone No.:

Date: Software Vendor
and/or Billing Agency:

Media:
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CABINET FOR HUMAN RESOURCES
DEPARTMENT FOR MEDICATD SERVICES
KENTUCKY MEDICAL ASSISTANCE PROGRAM

Provider Agreement Electronic Media Addendum

This addendum to the Provider Agreement is made and entered into as of the day
of , 19 + by and between the Commonwealth of Kentucky, Cabinet for
Human Resources, Department for Medicaid Seririces, hereinafter referred to as the

Cabinet, and ’
Name and Address of .Provider

hereinafter referred to as the Provider.
WITNESSETH, THAT:

Whereas, the Cabinet for Human Resources, Department for Medicaid Services, in
the exercise of its lawful duties in relation to the administration of the Kentucky
Medical Assistance Program (Title XIX) is required by applicable federal and state
regulations and policies to enter into Provider Agreements; and

. Whereas, the above-named Provider participates in the Kentucky Medical Assistance
Program (KMAP) as a

(Type of Provider and/or Level of Care) (Provider Number)

Now, therefore, it is hereby and herewith mutually agreed by and between the
parties hereto as follows:

1. The Provider:

A. Desires to submit claims for services provided to recipients of the
Kentucky Medical Assistance Program (Title XIX) via electronic media-
rather than via paper forms prescribed by the KMAP.

B. Agrees to assume responsibility for all electronic media claims,
whether submitted directly or by an agent.

C. Acknowledges that the Provider's signature on this Agreement Addendum
constitutes compliance with the following certification required of
each individual claim transmittal by electronic media:

"This is to certify that the transmitted information is true, accu-
rate, and complete and that any subsequent transactions which alter
the information contained therein will be reported to the RMAP. I
understand that payment and satisfaction of these claims will be
from Federal and State funds and that any false claims, statements,
or documents or concealment of a material fact, may be prosecuted
under applicable Federal and State Law."
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D. ZAgrees to use EMC submittal procedures and record layouts as defineg
by the Cabinet.

E. Agrees to refund any payments which result from claims being paid
inappropriately or inaccurately.

F.  Acknowledges that upon acceptance of this Agreement Addendum by the
Cabinet, said Addendum becomes part of the previously executed Provider
Agreement. All provisions of the Provider Agreement remain in force.

G. Agrees to refund to the State the processing fee incurred for proces-
sing any electronic media billing submitted with an error rate of 25%
or greater.

2. The Cabinet:

A. Agrees to accept electronic media claims for services performed by
this provider and to reimburse the provider in accordance with estab~
lished policies.

B. Agrees to assign to the provider or its agent a code to enable the
media to be processed.

C. Reserves the right of billing the provider the processing fee incurred’
by the Cabinet for all claims submitted by any electronic media billing
that are found to have a 25% or greater error rate. :

Either party shall have the right to terminate this Addendun upon written notice et
without cause.

PROVIDER CABINET FOR HUMAN RESOURCES
Department for Medicaid Services

BY: BY: :
Signature of Provider Signature of Authorized Official
or Designee
Contact Name: Name:
Title: Title:
Date: Date:

Telephone No.:

Software Vendor
and/or Billing Agency:

Media:
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Commonwealth of Kentucky
Cabinet for Human Resources
Department for Medicaid Services

HOME HEALTH AGENCY CERTIFICATION

(Name of Agency) (Name of Patient)

. ‘Date of Service
{Vendor #) {County) (Month) (Year)

(City) (State)

This document serves to certify that benefits for Home Health Agency
services have been utilized to the full extent of Title XVIII benefits under
Part A and Part B and that the request for Program payment represents the Home
Health Agency Services provided after exhaustion of benefits available under
Title XVIII for the above-referenced program recipient.

I certify the above information is true, complete and correct to the best
of my knowledge and belief.

Rejected by Title XVIII [] Explanation:
{Provide explanation in
space to the right of

the box)

Rejected by Utilization [ Explanation:
Review Mechanism
(Provide explanation in

space to the right of
the box)

Authorized Home Health Agency Representative



APPENDIX VII

(REV. 7/91) THIRD PARTY LIABILITY
LEAD FORM
Recipient Name : MAID #
DateofBith  :__ Address:
Date of Service : To:
 Date of Admission: Date of Discharge:
Name of Insurance Company:
Address:
Policy #; Start Date: End Date:
Date Filed with Carrier:
Provider Name: Provider #:
Comments:

Signature: Date:
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KENTUCKY MEDICAL ASSISTANCE TITLE XIX REMITTANCE STATEMENT
AS OF 04/06/92
RA NUMBER . . PROVIDER NAME
RA SEQ NUMBER 2 PROVIDER NUMBER
CLAIM TYPE: HOME HEALTH SERVICES

*  PAID CLAIMS *

INVOICE ~RECIPIENT IDENTIFICATION-~ INTERNAL CLAIM TOTAL CHARGES NOT AMT. FROM CLAIM PMT EOB
NUMBER NAME NUMBER CONTROL NO. SVC DATE CHARGES  COVERED OTHER SOURCES AMOUNT
023104 DONALDSON R 3000000000 9883324~552-~580 030192~033192  265.00 10.00 0.00 255.00 365
01 PS 4 PROC/REV 8550 QTY 4 030192~033192  240.00 8.00 232.00 - 365
02 PS 4 PROC/REV 270 QTY 5 030192-033192 25.00 2.00 23.00 365

CLAIMS PAID IN THIS CATEGORY: 1 TOTAL BILLED: 265.00 TOTAL PAID: 255,00

XI XIANZddy
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KENTUCKY MEDICAL ASSISTANCE TITLE XIX REMITTANCE STATEMENT

AS OF 04/06/92

RA NUMBER PROVIDER NAME
RA SEQ NUMBER 2 PROVIDER NUMBER
CLAIM TYPE: HOME HEALTH SERVICES
* DENIED CLAIMS *
INVOICE ~RECIPIENT IDENTIFICATION- INTERNAL CLAIM TOTAL EOB
NUMBER NAME NUMBER CONTROL NO. SVC DATE CHARGES
023104 JONES R 4000000000 9838348-552-010 030192~033192 60.00 262
01 pPs 4 PROC/REV 550 QTY 1

030192~033192 60.00

CLAIMS DENIED IN THIS CATEGORY: 1 TOTAL BILLED: 60.00

c,,"?”'\
'_1{'./—\\‘ .
7Ny

XI XIANZddY
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KENTUCKY MEDICAL ASSISTANCE TITLE XIX REMITTANCE STATEMENT

AS OF 04/06/92

PROVIDER NAME

RA NUMBER
2 PROVIDER NUMBER

RA SEQ NUMBER
CLAIM TYPE: HOME HEALTH SERVICES

* CLAIMS IN PROCESS *

INVOICE ~RECIPIENT IDENTIFICATION~ INTERNAL CLAIM TOTAL . EOB
NUMBER NAME NUMBER CONTROL NO. SVC DATE CHARGES

571384 JOHNSON P 200000000 9883342~564~-210 030192-033192 120.00 260
574632 MITCHELL J 400000000 9883347-575-240 030192~033192 240.00 260

CLAIMS PENDING IN THIS CATEGORY: 2 TOTAL BILLED: 360.00

XI XIaQNFJddY¥



KENTUCKY MEDICAL ASSISTANCE TITLE XIX REMITTANCE STATEMENT

AS OF 04/06/92

RA NUMBER ) PROVIDER NAME

RA SEQ NUMBER 2 PROVIDER NUMBER
CLAIM TYPE: HOME HEALTH SERVICES

* RETURNED CLAIMS *

INVOICE -RECIPIENT IDENTIFICATION- INTERNAL CLAIM
NUMBER NAME NUMBER CONTROL NO. SVC DATE
324789 SMITH 5000000000 9883324~552~060 030192~033192

TOTAL CLAIMS RETURNED IN THIS CATEGORY: 1

Page 4
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KENTUCKY MEDICAL ASSISTANCE TITLE XIX REMITTANCE STATEMENT

AS OF 04/06/92

RA NUMBER PROVIDER NAME
RA SEQ NUMBER 2 PROVIDER NUMBER

SUMMARY OF BENEFITS PAID

CLAIMS PAYMENT SUMMARY CHECK NUMBER 3286364
CLAIMS CLAIMS WITHHELD NET PAY CREDIT NET 1099
PAID/DENIED PD AMT. AMOUNT AMOUNT AMOUNT AMOUNT
CURRENT PROCESSED 2 255.00 0.00 255.00 0.00 48.00
YEAR-TO-DATE TOTAL 36 1340.00 50.00 1290.00 - 0.00 1290.00

DESCRIPTION OF EXPLAINATION CODES LISTED ABOVE

061 PAID IN FULL BY MEDICAID

262 THE RECIPIENT IS NOT ELIGIBLE ON DATES OF SERVICE
260 ELIGIBILITY DETERMINATION IS BEING MADE

999 REQUIRED INFORMATION NOT PRESENT

‘Page 5
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APPENDIX X Rev. 592
PROVIDER INQUIRY FORWM

~ E=DS Please remit both
£.0. Box 2009 ' copies of the Inquiry
Frankfort, KY 40602 . Form 10 EDS.

1. Provider Number ’ : 3 Recipient Name (first. las1]

2. Provider Name and Address 4. Medical Assistance Number

5. Bilted Amount - | 6. Claim Service Date
7. RA Date 8. Internal Control Number
: | ENERNNERENN
8. Provider's Message
10.
© Signature Date

Dear Provider:

.

This claim has been resubmitted for possible payment.
EDS can find no record of receipt of this claim as indicated above. Please resubmit.
This claim paid on in the amount of .

This claim was denied on with EOB code

Other:

This claim denied on with EOB 294 “Kenpac Recipicnt. Referring provider number is
missing or is not the Kenpac primary physician/clinic number for the date(s) of service.™

This claim denied on with EOB 295 “Kenpac Recipient. Billing and/or referring
provider number is not the Kenpac primary physician/clinic for date(s) of service.”

This claim denied on with £EOB 281 “Recipient has other medical coverage.
Bill other insurance first or attach documentation of denial from the insurance carrier.”

Aged claim. Please see attached documentation concerning services submitted past the 12 month filing limit.




MAIL TO:  EDS FEDERAL CORPORATION
P. 0. BOX 2009
— FRANKFORT, KY 40602

ADJUSTMENT REQUEST FORM

APPENDIX XI

1. Original Internal Control Number (.C.N.)

N O N A A A

2. Recipient Name

4. Provider Name/Number/Address

5. From Date Service

6. To Date Service

7. Billed Amt.

8. Paid Amt.

9. R.A. Date

10. Please specify WHAT is to be adjusted on the claim.

11. Please specify REASON for the adjustment request or incorrect original claim payment.

//\\
IMPORTANT: THIS FORM WILL BE RETURNED TO YOU IF THE REQUIRED INFORMATION AND DOCUMENTA-

TION FOR PROCESSING ARE NOT PRESENT. PLEASE ATTACH A COPY OF THE CLAIM AND
REMITTANCE ADVICE TO BE ADJUSTED.

12. Signature 13. Date

EDSF USE ONLY--DO NOT WRITE BELOW THIS LINE
Field/Line:
.New Data:

Previous Data:

Field/Line:

New Data:

Previous Data:

Other Actions/Remarks:
.



APPENDIX XII

(Revised 1/92)

DEPARTMENT FOR MEDICAID SERVICES
DRUG PRE-AUTHORIZATION POLICIES AND PROCEDURES

INTRODUCTION

The purpose of the Drug Pre-Authorization Procedure shall be to provide Department
for Medicaid Services (DMS) recipients with access to certain legend drugs not
normally covered on the DMS OQutpatient Drug List, under the condition that
provision of the drug(s) in question is expected to make an otherwise inevitabie
hospitalization or higher level of care unnecessary. The requests shall be.
referred to the Program by physicians, pharmacists, and social workers.
Determinations shall be made based on the merits of the individual request and
information received.

To assist with determining the kinds of requests which shall be considered for
pre-authorization, the following outline of criteria and procedures has been

developed for your convenience.
I. DRUG PRE-AUTHORIZATION CRITERIA

A. Request Criteria

1. The requested drugs shall be used in lieu of hospitalization to
maintain the patient on an outpatient basis or prevent a higher
level of care. '

2. The requested drug shall be a legend drug. The only exception
shall be non-legend nutritional supplements when: 1) general
pre-authorization criteria are met; 2) the patient's nutrition
shall be maintained through the use of the nutritional product;
and 3) the patient would require institutional care without the
nutritional supplement.

3. The requested drug shall be used in accordance with standards
and indications, and related conditions, approved by the Food
and Drug Administration (FDA).

4. The requested drug shall not be considered for pre-authoriza-
tion if it is currently classified by FDA as “less than
effective" or “possibly effective" or if the labeler has not
signed a rebate agreement with the Health Care Financing
Administration (HCFA).

5. Drugs on the formulary shall be tried, when appropriate, with
documentation of ineffectiveness prior to pre-authorization.



APPENDIX XII

The Program shall not preauthorize the trial usage of a ' 4
maintenance drug except when the drug has been tried for at N
least two (2) weeks with successful results prior to the

request. In these cases, when all criteria shall be met,

retroactive pre-authorization for two (2) weeks shall be

considered in addition to the usual pre-authorization period.

Pre-Authorization of Therapeutic Categories

Any therapeutic category may be considered for pre-authorization in
accordance with the diagnosis. However, all Program criteria and
guidelines shall be met.

Guidelines For Specific Drug Categories

1.

Analgesics

Requests for analgesics shall be approved for cancer, AIDS,
spinal cord injury, and rehabilitation patients up to a period
of six (6) months. A seven (7) day approval may be made
following out-patient surgery.

Antibiotics

Requests for antibiotics shall be considered ONLY if culture

and sensitivity tests have identified specific sensitivity or

ONLY if drugs inciuded on the Drug List have been tried .
-unsuccessfully. However, if a course of treatment had been el
started while hospitalized, consideration shall be given to the
request.

Anti-Inflammatory Orugs (NSAID's)

Request for anti-flammatory drugs shall not be pre-authorized
uniess drugs on the Drug List or NSAID certification list have
been tried unsuccessfully.

Antitussives, “Cough Mixtures," Expectorants, Antihistamines
Request for “cough mixture" preparations such as expectorants
and antitussives shall not be pre-authorized. Only specified
antihistamines may be preauthorized if all other criteria have
been met.

Chemotherapeutic Agents

Request for anti—heop]astic agents shall be considered for
approved FDA indications. .



10.

11.

12

APPENDIX XII
Hypnotics and Sedatives

Requests for sedatives and hypnotics shall be considered only
after covered antidepressant or antipsychotic drugs have been
tried unsuccessfully and if hospitalization would be _
prevented. Also these requests shall be accompanied by an
appropriate psychiatric diagnosis. Hypnotics and sedatives
shall not be approved for more than two (2) weeks, unless there
is a diagnosis of terminal cancer.

Maintenance-Type Drugs

Requests for maintenance-type drugs shall be considered only if
the drugs have been tried for at least two (2) weeks with
successful results prior to the request and related drugs on
the formulary have been unsuccessful.

Non-Legend Drugs

Non-legend (over-the-counter) drugs shall be excluded from
coverage under drug pre-authorization.

The only exceptions shall be non-legend nutritional supplements
as noted in I. A. 2. above and nicotinic acid.

Ophthalmics and Topical Preparations

Requests for ophthalmics or topical preparations shall not be
preauthorized unless related preparations included on the Drug
List have been tried unsuccessfully, and a higher level of care
would ensue without further medication.

Tranquilizers, Minor
Requests for minor tranquilizers shall be considered only for
acute anxiety, alcohol or drug withdrawal (with a one (1) month

limitation), cancer, seizure disorders, and quadriplegia/
paraplegia.

Ulcer Treatment Drugs, Legend

On the basis of ulcer symptoms, legend ulcer treatment drugs
may be preauthorized if other applicable pre-authorization
criteria are met.

Total Parenteral Nutrition'

May be preauthorized if the need exists.



A APPENDIX XIT
13.  Transdermal Antihypertensive Medication

Transdermal antihypertensive medication may be pre-authorized
without first prescribing oral forms when the prescriber
certifies that the medication is certified for an elderly
patient who is unable to follow directions in using oral forms
of the medication. :

Pharmacy Lock-In

The pharmacy originally selected by the recipient shall remain the _
provider during the period of the pre-authorization unless a valid reason
for change exists.

PreAuthorization Period

The maximum period for which any drug shall be preauthorized shall be six
(6) months. A request for renewal shall be considered if the need for
the drug continues to exist. Extensions may be backdated if the dates do
not interfere with already existing segments on the drug file.

Minimum Cost Requirement

Only those requests for oral, non-liquid drugs which cost $5.00 or more
to the pharmacy for a month's supply or a course of treatment shall be
considered for pre-authorization. .

Routine Immunizations ‘ et

Immunizations fequested for routine health care shall not be approved.
An underlying medical condition which would make the patient more
susceptible to the disease must be present.

Exceptions to Existing Policy

The Commissioner for the Department for Medicaid Services, or his
designate, may grant an exception to existing policy when sufficient
documentation exists %o override this policy. The request should be
written, or followed up in writing, if necessary.



MAP-248
(Rev. 12/01)

COMMONWEALTH OF KENTUCKY
CABINET FOR HEALTH SERVICES
DEPARTMENT FOR MEDICAID SERVICES

Home Health Program

Agency Name Provider #

Agency Address

CERTIFICATION FOR DISPOSABLE MEDICAL SUPPLIES

Patient’'s Name MAID #
Address Medicare #
Birthdate

Other Insurance,

Diagnosis

This is to certify that the following medical supplies are essential to meet the medical needs of this
recipient.

(Indicate Directions for Use of the Supplies)

Anticipated Duration of Need: 1-30 Days 1-6 Months Lifetime Indefinite

l, certify this patient requires the supplies listed above.
Physician’s Signature

Address License # Date

Must be signed and dated by the physician every 6 months.



Technical Criteria for Reviewing
Ancillary Services for Adults

February 2000 Edition

Cabinet for Health Services
Department for Medicaid Services
Division of Long Term Care
275 East Main Street 6W-B
Frankfort, Kentucky 40621



Technical Criteria for Reviewing Ancillary Services for Adults

PHYSICAL THERAPY: REVIEW FOR BILLING AS ANCILLARY

A. STANDARDS OF PRACTICE: The review process shall employ the standards of
practice developed by the American Physical Therapy Association.

B. Deficiency of function must be of a significant level that an ancillary clinician’s

expertise in designing or conducting a program in the presence of potential gain is
documentable.

1. Therapeutic exercise

a.

b.
C.

When exercising muscle or joint structure, the deficit requires a therapist’s
expertise to design, supervise, or conduct a program in which there is a .
need for functional or performance gain.

Progress is shown at predictable intervals.

Gradual progression is from passive to fully active range of motion per
situation and reasonable goal.

Indication for Denial

Lacks documented detail of dysfunction or goal.

Goal seems unreasonable.

Stability of resident questioned.

Participation level a hindrance.

Plateaued, goal achieved, or needs only repetitive range of motion for
nursing care plan.

Persistent flaccidity > 2—4 weeks in the focused area.

- opooTp

2. Cold Therapy

a.

b. T
c.

Pain or spasm reduction or adjustment to range of motion exercise
(repeated cycles).

rigger point use myofascial pain syndrome.
Spasticity. .

Indication for Denial

Response gain is not demonstrable. ]
Performance is at nursing instructed level, and labile complex features.

Inappropriate use in a vascular compromised setting (or labile or poor
blood pressure control).

Cold sensitivity disorder.

o oop

February 2000 Edition



Technical Criteria for Reviewing Ancillary Services for Adults

3. Low—Energy Laser

a.
b.

Wound tissue healing.
Pain management over trigger points.

Indication for Denial

a. Investigational.
b. Effectiveness in rheumatoid arthritis questioned.

4. Transcutaneous Electric Nerve Stimulation (TENS)

oo

a. Post—operative incisional pain.
b.

Orthopedic analgesia acute or chronic, application to either trigger point or
peripheral nerve.

Chronic low back pain.

Osteogenesis.

Reflex sympathetic dystrophy (RSD).

Indication for Denial

a. Chronic radiculopathy pain.

b. Cognitively impaired or unwilling to participate with schedule and safety
factors. '

Unsafe application.

Nursing is capable of managing (or resident can set—up, apply or

control) after the initial evaluation of response or control setting is

achieved.

oo

5. Heat Therapy

a.

b.

Active treatment of musculoskeletal mobility or pain problem as part of a
therapist—driven treatment plan.
In conjunction with an exercise regimen.

Indication for Denial

a. The active disorder is controlled, mostly for comfort.
b. Complexity manageable by nursing. .

c. Resident is not responsive or is non-communicative.
d. Ischemic limbs or other site or atrophic skin.

February 2000 Edition



Technical Criteria for Reviewing Ancillary Services for Adults

6. Ultrasound

a. Joint contracture or scar tissue before friction massage, stretch, or range of
motion (ROM) exercise (intensities and durations still need work), i.e.,
post—hip open reduction internal fixation.

b. Reduce pain or muscle spasm.

c. Trigger points.

lndication.for Denial

a. Use in precautionary situations.
b. Impaired sensitivity or ischemia.

c. Questionable efficacy such as chronic herpes zoster, hemiplegic
shoulder pain, fresh wound, or chronic pressure sore.

7. Hydrotherapy

a. Facilitate assistive or resistive gxqrcise.
b. Removal of exudated or necrotic tissue.
c. Reduce muscle spasm or pain.

Indication for Denial

. General heat precautions.

a
b. Treatment exposure using > 37 degrees centigrade in vascular impaired
site.

c. Absence of untoward effects or stable temperature tolerance and can be
’ done by nursing staff.

8. lontophoresis

a. Antibiotic institution to avascular tissue.
b. Medication for persistent post—surgical incision pain.
¢. Reduce inflammation or edema of musculosketetal (joints).

Indication for Denial

a. Anesthetic use (injection faster).
b. Response lacking after reasonable interval.

February 2000 Edition
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Technical Criteria for Reviewing Ancillary Services for Adults

9. Prosthe_sis

a. Candidate has the capacity to use device.

b. Candidate shows muscular strength, motor control, and range of motion
adequate for gainful use.

Indication for Denial

Unteachable. 4

Lacks items in 9-a and b.

Poor wound healing.

Other inappropriate conditions (such as bilateral, above-knee
amputation over age 45, or below-elbow amputee or flail joint shoulder
or elbow).

Repetitive exercises that nursing care plan can accomplish pre—
prothesis for stump shrinker use or prosthetic fitting.

Repetitive use for distance or endurance only with level change having
been achieved. '

Assisting routine care of equipment.

Safety has been established so that the resident can perform trained
exercise with supervision by nursing being the only need.

poow

o

-

JQ

10. Electromyographic Biofeedback

a. Spasticity or weakness as part of an acute cerebral vascular accident
(CVA).

b. Acute or chronic spinal cord injury.
C. Multiple sclerosis with mild spasticity.

Indication for Denial

a. Absence of reasonable 'gain in the treatment plan time frame.
b. Questionable effectiveness for the condition.

c. Resident lacks voluntary control or motivation.

February 2000 Edition



Technical Criteria for Reviewing Ancillary Services for Adults

11. High Pressure Wound Irrigation
a. Heavily contaminated wounds.
Indication for Denial
a. Clean proliferating wounds. .
b. Equipment or devices of questionable effectiveness or superiority to
simpler devices.
c. Nursing can provide equivalent service.
12. Hyperbaric Oxygen Wound Care

a. Infected wounds or decgbitus.
b. Has reasonable circulation.

Indication for Denial

a. Advanced ischemic area.

. Potential for thromboembolism.
Severe vasospasm. '

. Lack of significant improvement in 4 weeks.

oo

February 2000 Edition



Technical Criteria for Reviewing Ancillary Services for Adults

OCCUPATIONAL THERAPY: REVIEW FOR BILLING AS ANCILLARY

. STANDARDS OF PRACTICE: The review process shall employ the standards of

practice developed by the American Occupational Therapy Association.

. Deficiency of function must be of a significant level that an ancillary clinician's

expertise in designing or conducting a program in the presence of potential gain is
documentable. :

1.

Therapeutic exercise

a.

When exercising muscle or joint structure the deficit requires a therapist's
expertise to design, supervise, or conduct a program in which there is a
need for functional or performance gain.

Progress is shown at predictable intervals.

Gradual progression is from passive to fully active range of motion per
situation and reasonable goal.

Indication for Denial

. Lacks documented detail of dysfunction or goal.

b. Goal seems unreasonable.
c. Stability of the resident questioned.
d. Participation level is a hinderance.

e. Pllateaued. goal achieved, or needs only repetitive ROM for nursing care
plan.

f. Persistent flaccidity > 2—4 weeks focused area.

Shared Modalities for Physical Therapy

oo

DooT

Heat therapy.
Cold therapy.
Prosthesis.

Electromyographic biofeedback.

Indication for Denial (see listings for Physical Therapy)

. Functional Activities of Daily Living

Feed.
Dress.
Bathe.
Toileting.
Grooming.

February 2000 Edition



Technical Criteria for Reviewing Ancillary Services for Adults

f. Cognition.

Indication for Denial

o

a. The condition prevents the individual from engaging in the technique or
b.

use of the device.

Technique is reached, resident or nursing staff can maintain activities for
endurance, distance or repetition.

Chronic condition, therefore potential useful gain is questioned or -
minimal.

lUnable to advance or use more complex dexterity level due to cognitive
imits..

Biofeedback use in the presence of a prominent disorder. speech,

language use, cognition or volitional ability (inability to follow festural or
verbal instruction.

Coma stimulation - effectiveness questionable

February 2000 Edition



Technical Criteria for Reviewing Ancillary Services for Adults

lil. SPEECH THERAPY: REVIEW FOR BILLING AS ANCILLARY

A. STANDARDS OF PRACTICE: The review process will employ the preferred

practice patterns developed by the American Speech—Language—Hearing
Association.

B. Deficiency of function must be of a significant level that an ancillary clinician s

expertise in designing or conducting a program in the presence of potential gain is
~documentable.

1. Treatment of Dysphagia (swallowing) Disorders

Applicable diagnostic tests with confirmed abnormality (initial or progress
recheck).

a.
b. Active teaching is appropriate for cognitive level (vs. delay till progress gain
and provides alternative nutrition source). '

c. Uses specific postural, reflex facilitation, food placement, modified diet
techniques with demonstrable progress.
d. Prosthetic use.

Indication for Denial

a. Plateau, learned response, and repetitive exercise, reminders or
prosthetics can be done by nursing as effectively.
b. Confirmatory diagnostic test unavailable.

¢. Resident uncooperative or unreliable to safely use needed techniques.

2. Speech and Cognitive Disorders

Tentative projected rehabilitation gain at the stage when cognitive level
permits measurable change.

Participation by resident required for repetitive or grouped exercises.
Prosthetic training.

Demonstrates there is no contributing significant auditory impairment.
Use of nursing facility environment or staff to assist goals.

PoooT 9
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Technical Criteria for Reviewing Ancillary Services for Adults

Indication for Denial

Inability to participate.

. Plateau is reached in functional gain by measurable data or learned

exercise and nursing can do repetitive technique.

Effectiveness of modality or participation level is in question.

. Persisting active program beyond gain in condition having progressive

deteriorating change or outlook (bilateral cerebral vascular accident,
alzheimers). .

e. Oral—nonverbal apraxia beyond 2 months.

f.  Accompanying peripheral vision or hearing defects.

o

0.0

February 2000 Edition



Technical Criteria for Reviewing Ancillary Services for Adults

IV. OXYGEN THERAPY: REVIEW FOR MEDICAL NECESSITY

A. STANDARDS OF PRACTICE: The review process shall employ the Guidelines
for Respiratory Care Services and Skilled Nursing Facilities developed jointly by

the American Association of Respiratory Care and the American Health Care
Association. '

B. Technical abbreviations used in Item VI - Oxygen Therapy.
ABG - Areterial Blood Gases :
AVF - Augmented Voltage Foot
02 - Oxygen Level
pa02 - Partial Pressure of Oxygen
paCO2 - Partial Pressure of Carbon Dioxide

Oxygen Sats - Oxygen Saturation Levels
HCT - Hematocrit Level :

mm Hg - Millimeters of Mercury

C. General Indicators.

1. Pa02 < 55 mm Hg or saturation < 88% while breathing ambient air.
2. Optimum medical management.

a. Ancillary repiratory medications.
b. Physiotherapy.

c. Associated adverse conditions addressed.

3. Pa02 of 56-59 mm Hg or saturation of 91% in the presence of one or more of
the following:

Corpulmonale (p wave greater than 3 mm in standard leads I, lil, or AVF).
Right ventricular hypertrophy.

Erythrocytosis (Hct > 56%).
Reduced tissue oxygenation accompanied by neuropsych signs (i.e.,

tachycardia, tachypnea, dyspnea, cyanosis, diaphoresis chest pain or
tightness, change in sensorium.

pooo

4. For that resident whose clinical condition prohibits evaluation of arterial
oxygen saturation without supplemental oxygen:

a. Oxygen saturation while on 02 < 92%.
b. Pa02 <60 mm Hg.

February 2000 Edition
10



Technical Criteria for Reviewing Ancillary Services for Adults

D. Continuous Oxygen

1. When hypoxemia criteria are established and met (found under general
indicators) then continuous oxygen is appropriate. '

2. Monitor clinical parameters (signs and symptoms associated with continuous
oxygen needs). _

3. Monitor results of oxygen therapy which measure functional improvement
(i.e., ABF or oxygen Sats or improved symptoms).

E. Noncontinuous Oxygen

1. Documentation of clinically relevant hypoxemia related to exercise or

nocturnal or sleeping even though “daytime resting” Pa02 or saturation' may
be adequate.

2. “As needed” (PRN) is generally not a valid reason to have available unless
clinical documentation establishes hypoxemia and there exist circumstances

why a person would not fit the category for continuous, exercise related, or
sleep related.

F. Monitoring Condition

1. Acute use based on baseline Pa02/02 saturation and PaC02 in establishing
initial oxygen dose.

2. The need for repeat use of ABG or oximetry depends upon the frequency the

dose of oxygen is changed and/or the resident’s altered clinical condition in
response to therapy.

3. Use of ABG versus oximetry.

a. Dependent on equipment available at facility or in area.

b. Dependent upon the professionals available to secure arterial oxygen
parameters and monitor or manage any subsequent condition.

Dependent upon the arterial parameters needed.

Oximetry is useful for non-hypercapneic persons as a guide to oxygen

dose initation. It is simpler for nursing to utilize or log data. ltis

essentially nontraumatic for the resident (with few clinical complications).

The data or results must be interpreted carefully per equipment variations

applied (i.e., peripheral vascular disease). It may not correlate with Pa02
drawn in the same resident.

oo

February 2000 Edition
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Technical Criteria for Reviewing Ancillary Services for Adults

4. There are no criteria or resident requirements which fit all clinical situations to
mandate ABG or oximetry testing for a stable resident. At least quarterly
testing is advisable for the stable oxygen dependent condition. This is
considered a reasonable interval to assess progress and establish continued

- need. More frequent may be warranted by physician judgment or changing
clinical status. For the person with hypoxemia and hypercapnia establish
regimen of oxygen or other treatment is suggested to be reassessed by ABG
or oximetry every 1—2 months; again with exacerbation of illness of changing
perameters of function closer monitoring intervals may be warranted.

G. Conservation of oxygen.

1. Devices in use that may be considered by treatment team or facility includes:

a. Transtracheal oxygen delivery system.
b. Reservoir mustache nasal prong.
c. Reservoir pendant nasal system.

2. Adjusting up to 50% of the volume of oxygen delivered or used can be
achieved with a decrease in overall expense but consideration has to be
made for safety or complication in the transtracheal use. Also of note is the
endurance or longevity factor associated with the pendant type product. It
may not be as cost effective as the nasal prong as it is not as enduring.

February 2000 Edition
12



Technical Criteria for Reviewing Ancillary Services for Adults

V. RESPIRATORY THERAPY: REVIEW FOR BILLING AS ANCILLARY

A. Standards of Practice: The review process shall employ the Guidelines for
Respiratory Care Services and Skilled Nursing Facilities developed jointly by

the American Association of Respiratory Care and the American Health Care
Association.

B. Technical abbreviations used in ltem VIIl — Respiratory Therapy.
FEVI — Forced Expired Volume after one second
FVC — Forced Vital Capacity
IPPB — Intermittent Positive Pressure Breathing
MD! — Metered Dose Inhalers
PFT — Pulmonary Function Tests

C. Indications.

1. Provide direct management of the following:

Aerosolized drug delivery.
Humidification.

Secretion care management.
Tracheostomy care.

Osygenation changes (when possible in Conjunction with obtaining
ABGs. or oximetry checks).

PO Tw

2. Teaching resident self treatment of thé following:

a. Aerosol.
b. Breathing exercises.
c. Cough guidelines.

3. Ongoing treatment requires the following:

a. Specialty staff to assess response if new therapy. ‘

b. Specialty staff if respiratory therapy service is beyond usual nursing staff
expertise (do the nurses provide the resident respiratory therapy on
weekends when respiratory therapist is not available).

c. If chronic clinical condition or nursing care plan therapy, documentation
is necessary by the respiratory therapist and physician to support

ongoing necessity of therapist versus nursing staff or resident
administered therapy.

February 2000 Edition
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4. For a self administered system of therapy the following is required:

a. Resident must demonstrate proper use of the equipment or medication
delivery system.

b. Resident delivery system monitored by nursing staff.

c. Respiratory therapist intervention would be expected to drop when
metered dose inhalers and nebulizers are utilized as resident or nursing
staff can provide this therapy at the nursing care plan level. :

5. The following situation may necessitate a respiratofy therapist:

a. Initial MDI or nebulization treatments may be performed by ancillary staff
if no nursing staff is familiar with the mode of therapy. Should this
occur, the ancillary respiratory therapist is responsible for providing

instructions to nursing staff so that nursing staff can then provide MDI or
nebulization treatments safely.

D. Aerosol Therapy.

1. Physician must order the medication utilized for the delivery system.

2. Mode of delivery or humidity needed may be determined by the respiratory
therapistin the initial setting.

3. The simpler modalities are as effective and can be given in the absence of
a respiratory therapist provided the facility staff are trained or comfortable or

available to do this. Verify by physician order the acceptability of this
process.

4. Metered dose inhalers (MDI) with or without spacers properly utilized were
effective compared to nebulizers or IPPB (IPPB has been shown to be no
more effective generally than MDI or nebulizers).

5. MDI should be attempted in bronchodilator therapy as simpler for nursing
and residents to manage.

6. Nebulizer (compressed air driven apparatus) should be utilized when MDI is
shown to be inadequate for the treatment of an individual clinical condition.

It may also have to be utilized if a specific drug is not available via the MDI
system.

February 2000 Edition
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7. Nebulizer therapy can be performed by the resident who is capable of
reliable self care when trained by respiratory therapist or nursing staff. It
can also be performed with safety by facility staff. The need for a respiratory
therapist should be evident in charting. It is reasonable to utilize the
respiratory therapist initially to verify resident response to nebulizer therapy
but once considered stable or nursing care plan then the facility staff or
resident should assume nebulizer therapy responsibility.

8. IPPB (intermittent positive pressure breathing) has principally been
replaced by MDI or nebulizer therapy as the acceptable delivery system. It
is no more effective than other equipment. If utilized documentation should
exist why other simpler and potentially less complication associated mode
care not utilized. This therapy would potentially require a respiratory
therapist beyond the initial phase of administration.

9. The use of inhalers and bronchodilator therapies should always be
supported by persistent symptoms, physical findings as well as PFT
(Pulmonary Function Test). This information should be found in the
respiratory therapist's notes. Usually documented is impairment of airway or
lungs function and should be considered greater than “mild” dysfunction.
Criteria for PFT which indicate moderate obstruction follow:

a. FEV1 51—59% predicted.
b. FEV1/FVC 41—59% predicted.

c¢. Clinical evidence that there is a reversible component to support use of
an aerosol bronchodilator.

10. The frequency of treatment (MDI or nebulizers) should be reasonable for
the iliness or clinical presentation. Generally, aerosolized bronchodilator
are given at intervals that correspond to duration of effect of the drug or
aerosol treatment. (Monitor significantly reduced PRN schedules as there

could be question to the need for the drug in this form of delivery
frequency).

E. Mohitoring Therapy.

1. ltis the physician’s responsibility to assess the plan of treatment and
document the resolution if short term therapy. In the event of a chronic

dri]agnosis the physician must document the reasonable nature of ongoing
therapy. -

February 2000 Edition
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2. In the event of long term treatment the following information should be
available: o

a. Annual Pulmonary Function Test (PFT) should be available.
b. Peak flow rates—to serve as intermittent indicators to be determined by
the attending physician or respiratory therapist. .

-3. Appropriateness of therapy should be questioned in the following situations:

a. Chest physiotherapy or use of mucolytic aerosols when no secretions
are evident after treatment course is “completed.” :

b. Aerosol therapy for interstitial lung disease as primary diagnosis for
treatment initiation.

c. Aerosol therapy when irreversible airflow obstruction exists.

February 2000 Edition :
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— Technical Criteria for Reviewing Ancillary Services for Pediatrics

I. PHYSICAL THERAPY: REVIEW FOR BILLING AS AN ANCILLARY
SERVICE- PEDIATRICS

A. Standards of Practice: The review process‘ shall employ the standards of
practice by the American Physical Therapy Association.

B. Deficiency of function must be of significant level that an anbillary clinician’s

expertise in designing or conducting program in presence of potential gain is
documentable.

1. Therapeutic exercise/gross motor development program.

a. Exercises are designed to utilize neuro developmental techniques, reflex
integration, and perceptual-sensory motor integration to assist to reach
the maximum potential possible. The Therapist's expertise is required to
design, supervise or conduct a program in which there is a need for
developmental or functional gain.

b. Progress is demonstrated at predictable intervals.

Indication for Denial

Medically unstable.

Goal seems unreasonable.
Participation level questioned.
Plateaued or achieved goals..
Lacks documentation.

o eo0Tw

2. Chest Therapy-when respiratory therapy is not available.

Postural drainage, including positioning to loosen secretions and promote
drainage is within the training of the Physical Therapist. This is addressed
with the bed fast, non-ambulatory or resident with pneumonia.

Indication for Denial
a. In-house Respiratory therapist.

b. Managed by nursing/caregiver.
c¢. Condition clinically stable and manageable by nursing/caregiver.

N
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3. Equipment and/or orthopedic appliances assessed, fitted, adjusted and

monitored. The pediatric resident utilizes equipment throughout his/her
lifetime.

a. Modify or monitor wheelchairs.
b. Upon M.D. prescription, order, modify, monitor orthotic appliances.
Work to train care givers and residents use of appliances. This

includes, but is not limited to, braces, walkers, crutches, canes, oyster
shells and back braces.

Indication for Denial

Unteachable.

Repetitive use for distance or endurance.
Resident can perform trained excersises.
Nursing can monitor fit.

Nursing can monitor maintenance of equipment of minor
deficiencies/repairs.

®oo o

4. Assessment to provide individualized, detailed documentation of the
function of a particular child. This is generally performed at 6-12 month

intervals or when change is indicated. Assessment may include, but is not
limited to:

Postural reflex integration.

Status of sensory, motor, neuro motor and musculoskeletal systems.
Perceptual motor development. -

Joint range of motion.

Analysis of functional independence.

Postural deviations.

Gait analysis.

Developmental level, including gross and fine motors.
- Adaptive equipment needs.

Resident's and/or family needs.

—mT@ M0 Q0T

Indication for Denial

a. Resident medically unstable.

b. Lacks developmental maturation changes to justify reassessment.
c. Lacks potential for gain.
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5. Consultation and caregiver instructions are required as changes occur
with the pediatric resident. Consuiltation to staff, such as nursing,
respiratory therapy, classroom personnel, is needed to assist in the overall
care. This consultation is needed in order to utilize the skills of the

therapist for instruction and ongoing programming. This could include, but
not limited to instruction for:

Application of orthopedic appliances.
Use of adaptive equipment
Positioning.

Routine exercises.

Routine gait training.

U= SN S i

Indication for Denial

Resident not able to participate medically.

Lacks changes (regression or improvement) to justify consultation.
Lacks potential for gain.

Nursing/caregiver can provide modification.

aooy

6. Cold Therapy

a. Pain or spasm reduction or adjustment to range of motion exercise
(repeated cycles).

b. Trigger point use myofascial pain syndrome.
c. Spasticity.

Indication for Denial

a. Response gain is not demonstrable.

b. Performance at nursing care plan level-routine program with no
‘complex features.

c. Inappropriate use in vascular compromised setting (or labile or poor
blood pressure control).

d. Cold sensitivity disorder.
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7. Low-Energy Laser.

a. Wound tissue healing. -
b. Pain management over trigger points.

Indication for Denial

a. »Investigational.
b. Efficacy in rheumatoid arthritis questioned.

8. Transcutaneous Electric Nerve Stimulation (TENS).

a. Post-operative incisional pain.

b. Orthopedic analgesia acute or chronic, apply to either trigger point or
peripheral nerve.

c. Low back pain chronic.

d. Osteogenesis.

€. Reflex sympathetic dystrophy (RSD)

Indication for Denial

a. Chronic radiculopathy pain.

b. Cognitively impaired or unwilling to participate, with schedule and
safety factors.

c. Unsafe application.
d. Nursing capable of managing (or resident can set-up, apply or control)
after initial evaluation of response or control setting achieve.

9. Heat Therapy.

a. Treatment actively of musculoskeletal mobility or pain problems as part
of a therapist-driven treatment plan.
b. In conjunction with exercise regimen.

Indication for Denial

Active disorder controlled, mostly comfort.
Complexity manageable by nursing.

Resident not responsive or non-communicable.
Ischemic limbs or other site or atrophic skin.

eooTe
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10. Ultrasound.

a. Joint contracture or scar tissue before friction massage, stretch, or
~ range of motion (ROM) exercise (intensities and durations still need
work), i.e. post-hip open reduction internal fixation.
b. Reduce pain or muscle spasms.
c. Trigger points.

Indication for Denial

a. Use in precautionary situations.

b. Impaired sensitivity or ischemia.

c. Questionable efficacy such as chronic herpes zoster, hemiplegic
shoulder pain, fresh wound, or chronic pressure sores.

11. Hydrotherapy.

a. Facilitate assistive or resistive exercise.
b. Removal exudate or necrotic tissue.
¢. Reduce muscle spasm or pain.

Indication for Denial

a. General heat precautions.

b. Treatment exposure using >37 degrees centlgrade vascular lmpalred
site.

c. Absence untoward effects or stable temperature tolerance and can be
done by nursing staff.

12. lontophoresis

a. Antibiotic institution to avascular tissue.
b. Medication for persistent post-surgical incision pain.
c. Reduce inflammation or edema musculoskeletal (joints).

Indication for Denial

a. Anesthetic use (injection faster).
b. Response lacking reasonable interval.
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13. Pfosthesis.

a.
b.

Resident has capacity to use device.

Resident shows muscular strength, motor control, and range of motion
adequate for gainful use.

Indication for Denial

peoow

f.

g.
h.

Unteachable

Lacks above features.

Poor wound healing. :

Other inappropriate conditions (such as bilateral above knee
amputation over age of 45, or below elbow amputee and flail shoulder
or elbow).

Repetitive exercises, and/or use of pre-prothesis stump shinker prior to
prosthetic fitting can be carried as part of the nursing care plan.

Repetitive use for distance or endurance only and level change has
been achieved. '

Assisting routine care of equipment.
Resident can perform trained exercises with supervision by nursing.

14. Electromyographic Biofeedback.

a. Spasticity or weakness as part of acute cerebral vascular accident

b.
C.

(CVA).
Acute or chronic spinal cord injury.
Multiple sclerosis with mild spasticity.

Indication for Denial

a. Absence of reasonable gain in treatment plan time frame.
b. Conditions of questionable effectiveness.
c. Resident lacks voluntary control or motivation.
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15. High Pressure Wound Irrigation.

a. Heavily contaminated wounds.

Indication for Denial

a. Clean proliferating wounds.

b. Equipment or devices of questionable effica
devices.

c. Nursing can provide equivalent service.
16. Hyperbaric Oxygen Wound Care.

a. Infected wounds or decubitus.
b. Has reasonable circulation.

Indication for Denial

. Advanced ischemic area.
Potential for thromboembolism.
Severe vasospasm.

. Lack of significant improvement in 4 weeks.

aoow

cy of superiority to simpler
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ll. OCCUPATIONAL THERAPY: REVIEW FOR BILLING AS AN ANCILLARY
SERVICE-PEDIATRICS

A. Standards of Practice: The review process shall employ the standards of
practice developed by the American Occupational Therapy Association.

B. Deficiency of function must be of significant level that an ancillary clinician’s
- expertise in designing or conducting the program in the presence of potential
gain is. documentable. Uniform terminology of Occupational Therapy developed

by the American Occupational Therapy Association shall be used to define
deficiency of function.

1. Therapeutic activities shall address appropriate Occupational Therapy
performance areas of:

Activities of daily living.
Work activities.
Play or leisure activities.

Treatment in each performance area shall address specific performance
components. These performance components consist of

Sensory Motor Skills.
Cognitive Skills.
Psychological Skills.

(Please refer to attached copy of uniform terminblogy for Occupational
Therapy definitions of performance areas and performance components.)

a. (mplementation of therapeutic activities requires a therapists’ expertise to
design, supervise, or conduct a program in which there is a need for
functional or performance gain.

b. Progress is shown at predictable interval for remediation of dysfunction
where appropriate.

c. Compensatory and prevention intervention models are also utilized in
treatment of individuals with chronic conditions and developmental
disabilities. This may include adaptive equipment, technology, graded
assistance, and task modification. Documentation of outcomes shall

reflect progress in function in performance areas and performance
components.
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Indication of Denial

Lacks documented details of dysfunction or goal.

Stability of resident questioned.

Participation level a hindrance.

Unreasonable goal.

Plateaued, goal achieved, or needs only repetitive ROM, ADL coaching,
or ustimulationn environment as by nursing care plan.

Adaptive equipment lacks usable functionality.

Nursing/caregiver can provide preventatlvelcompensétory techniques for
ongoing application.

Pooow
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. Activities of Daily Living

Grooming.

Oral Hygiene.
Toilet Hygiene.
Dressing.

Feeding and eating.
Medication routine.
Socialization.
Functional mobility

T@ 000 0D

Highest level of function shall be consistent with developmental levels.
Prerequisite’ skills in identified performance areas shall be targeted and
progress documented, including use of compensatory strategies and adaptive
equipment When a plateau is reached, periodic re-evaluation are allowed and
the ancillary clinician may resume treatment program if resident shows
“documented changes in function in performance area and performance
components. Updating and progressing the activities of daily living program

requires the expertise of the ancillary clinician and periodic program update
with care-giver instruction are allowable.
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Indication of Denial

d.

a. Condition prevents engaging techniques or use of device.
b.
c.

Technique learned, resident or nursing staff can carry-out routinely.
Chronic condition limits functional gain-documentation shows failure of
prescribed technique over reasonable time span.

Unable to advance or use more complex dexterity level due to cognitive

limits-documentation shows failure of compensatory strategies over
reasonable time span. -

3. Splinting and fabrication/prescription for adaptive equipment/environments.

a.

Fabrication and fitting of splints and adaptive devices restore function in
neuromuscular and/or motor performance components to support highest
practicable level of function as part of intervention plan.

Therapist shall document prescribed use of splints or devices and instruct
caregiver

Therapist shall monitor, fit and repair splint or device and periodically
make necessary modifications for fit, safety and changes in function.

. Design of adaptive equipment and environment to improve function in

performance areas and specified performance components that requires
expertise of an ancillary clinician. Include safety devices and restraint

alternatives in keeping with OBRA guidelines for restraint free
environments. '

Indication for Denial

a.
b.

Documentation does not support need.
Use of splint/device/environment incorporated into routine and nursing

care plan (re-evaluation and modification by Occupational Therapist are
allowable when changes in function occur.)

4. Consultation and Care-Givers Instruction

Consultation with care-givers shall be provided to establish consistency with
nursing care plan and to prepare for discharge.

a.
b.
c.

Clinically relevant deficiencies are present.
Potential gain is evident

The resident demonstrates developmental maturation changes that need
ancillary OT input.

April 2000 Edition
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lil. SPEECH THERAPY: REVIEW FOR BILLING AS AN ANCILLARY

SERVICE-PEDIATRICS

A. Preferred practice patterns for professions of Speech-language Pathology-and

Audiology shall be those developed by the American Speech and Hearing
Association.

B. Deficiency of function must be of significant level that an ancillary clinician’s

expertise in designing or conducting program in presence of potential gain, or, as
a preventative measure, is documentable.

1. Speech (articulation, fluency, voice), Language and Cognitive Disorders.

a.
b.

Utilization of standardized testing measures.
Treatment is conducted to achieve improved, altered, augmented, or

compensated speech, language and cognitive communication behaviors
Or processes. ’

Treatment may include prerequisite skill training which includes, but not
limited to cooing, respiratory support for vocalization, oral stimulation,
vocal turn taking, inflection, object permanence, cause and effect
knowledge, problem-solving, gesturelsign.

Prosthetic/adaptive device training (e.g. speaking valve, adaptive switch,
adapted toys, etc.)

Equipment maintenance at interval consistent with:

1. Physical and/or developmental change.
2. New equipment problem beyond nursing/caregiver expertise.

Indication for Denial

a.

b.

Standardized and nonstandardized measures reveal age appropriate
speech-language and cognitive skills.
No documentable change in status during the last six (6) months, as

indicated by therapy notes, recertification, care plan and the annual
speech-language evaluation.

April 2000 Edition

11



Technical Criteria for Reviewing Ancillary Services for Pediatrics

2. Oral pharyngeal function (dysphagia) and related disorders.

a.
b.
c.

Applicable diagnostic testing with confirmed abnormality.

The absence of, or restricted oral presentation of food and/or liquids.
Strategies that alter behavior (e.g., posture, rate, learned airway
protection measures, method of intake, prosthetic use, etc.)
Modification of swallowing activity in coordination with respiratory or
alternation of bolus characteristics (e.g. volume, consistency). -
Equipment maintenance at interval consistent with:

1.
2.

Physical and/or dévelopnﬁental change.
New equipment problem beyond nursing/caregiver expertise.

Indication for Denial

a.

a.

oo
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Standardized tests, observations, instrumental diagnostic procedures,
structural assessment and functional assessment reveal normal
parameters of the swallow system and other oral pharyngeal functions.
No documentable change in status during the last six (6) months, as
indicated by therapy notes, recertification, care plan and the annual
speech-language evaluation.

Lack new equipment problem.

Nursing/caregiver can perform maintenance/repair.

Lack of nursing/caregiver training.

- Augmentative and Alternative Communication (AAC) Systems.

Training of prerequisite skills for AAC includes, but not limited to visual
attention, visual tracking, choice making activities, cause and effect
knowledge and anticipation of outcome.

Determination of the MC intervention program (assessment).
Selection and the development of an effective AAC system..

. Service implementation and system integration into the natural

environment. Includes care-giver training.
Follow-up and ongoing evaluation.
Equipment maintenance at interval consistent with:

1. Physical and/or developmental change.
2. New equipment problem beyond nursing/caregiver expertise.

April 2000 Edition
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Indication for Denial

a.

Standardized and nonstandardized measures reveal age appropriate
speech-language skills, utilizing AAC. ‘

No documentable change in status during the last six (6) months, as
indicated by therapy notes, recertification, care plan and annual
speech-language evaluation.

Lack new equipment problem.

Nursing/caregiver can perform maintenance repair.

Lack of nursing/caregiver training.

4, Aural Habilitation/Rehabilitation.

a.

b.

Comprehension and production of language in oral, augmentative,
signed or written modalities.

Speech and voice production.

¢. Auditory training.
d.

Speech reading.

Indication for Denial

a.
b.

C.

d.
€.
f

Audiological assessment reveals adequate hearing acuity.
Standardized and nonstandardized measures reveal age appropriated
speech-language and cognitive skills. U,

No documentable change in status during the last six (6) months, as
indicated by therapy notes, recertification, care plan and annual
speech language evaluation.

Lack new equipment problem.

Nursing/caregiver can perform maintenancelrepair.

Lack of nursinglcaregiver training. '

5.' Consultation and care Giver Instruction

a.

Consuttation and caregiver instructions are required as changes occur
with the pediatric resident. Consultation to staff, such as nursing,
respiratory therapy, classroom personnel, is needed to assist in the
overall care. This consultation is needed in order to utilize the skills of

the therapist for instruction and ongoing programming, taking into
consideration: '

April 2000 Edition
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Clinically relevant deficiencies.
Potential gain.

Demonstrable developmental maturation changes that require
ancillary ST input.

W=

Indication for Denial

a. Resident not able to participate medically.
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IV. OXYGEN THERAPY: REVIEW FOR MEDICAL NECESSITY

A. Standards of Practice. The review process shall employ the Guidelines for
Respiratory Care Services and Skilled Nursing Facilities developed jointly by the
American Association of Respiratory Care and the American Health Care
Association. The pediatric criteria not found here shall be based on age
appropriate parameters obtained from current textbook baselines.

Technical abbreviations used in item [V-Oxygen Therapy:

ONDOAWN =

ABG-Arterial Blood Gases;
AVF-Augmented Voltage Foot;

02- Oxygen Level;

PaO, -Partial Pressure for Oxygen;

PaCO, -Partial Pressure of Carbon Dioxide:

Oxygen Sats-Oxygen saturation levels;
HCT-Hematocrit Level; and
mm Hg- Millimeters of Mercury

C. General Indicators

1. Oxygen saturation < 93% or PaO, <65 mm Hg while breathing room air.

2. Optimum medical management.

a.
b.
C.

Ancillary respiratory medications.
Physiotherapy.

Associated adverse conditions addressed.

3. Pa02 of 56-59 mm Hg or saturation of 91 percent in the presence of one or
more of the following:

a.

b.
C.

Cor pulmonale (p wave greater than 3mm in standard leads I, lil, or
AVF).

Right ventricular hypertrophy.
Erythrocytosis (Hct >56 percent).
Reduced tissue oxygenation accompanied by neuropsych signs (i.e.,

tachycardia, tachypnea, dysnea, cyanosis, diaphoresis chest pain or
tightness, change in sensorium.)

April 2000 Edition
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4. For that resident whose clinical condition prohibits evaluation of arterial
oxygen saturation without supplemental oxygen:

a. Oxygen saturation <95% or PaO, <65 mn Hg while breathing oxygen.
Monitor functional improvement resulting from oxygen therapy (e.g.,
oxygen saturation, PaO;, symptomatic improvement.

D. Continuous Oxygen

1. When hypoxemia criteria are established and met (found under general
indicators) then continuous oxygen is appropriate.

2. Monitor clinical parameters (signs and symptoms associated with
continuous oxygen needs).

3. Monitor results of oxygen therapy which measure functional improvement
(i.e., ABG or oxygen sats or improved symptoms).

E. Noncontinuos Oxygen

1. Documentation of clinically relevant hypoxemia related to exercise or

nocturnal or sleeping even though “daytime resting” PaO2 or saturation may‘
be adequate.

2. “As needed” (PRN) is generally not a valid reason to have oxygen available
unless clinical documentation establishes hypoxemia and there exist
circumstances why the person would not fit the category for continuous
oxygen or, exercise related or sleep related non-continuos oxygen. An
exception is made for brittle pediatric residents who have a significantly
decreased PaO, with feeding, communication, or crying.

F. Monitoring Condition

1. Acute use based on baseline PaO; or O, saturation and PaCO, in
establishing initial oxygen dose.

2. The need for repeat use of ABG or oximetry depends upon the frequency

the dose of oxygen is changes or changes in the resident’s clinical condition
in response to therapy.

April 2000 Edition
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3. Use of ABG versus oximetry.

a. Dependent on equipment available at facility or in area.

b. Dependent upon the professionals available to secure arterial oxygen
parameters and monitor or manage any subsequent conditions.

c. Dependent upon the arterial parameter needed.

d. Oximetry is useful for non-hypercapnic persons as a guide to oxygen
dose initiation. It is simpler for nursing to utilize or log data. It is
essentially non-traumatic for the resident (with few clinical
complications). The data or results must be interpreted carefully per

equipment variations applied (i.e., peripheral vascular disease). It may
not correlate with PaCO, drawn in the same resident.

4. There are no criteria or resident requirements which fit all clinical situations
to mandate ABG or oximetry testing for a stable resident. At least quarterly
testing is advisable for the stable, oxygen dependent condition. This is
considered a reasonable interval to assess progress and established
continued need. More frequent testing may be warranted by physician
judgment or changing clinical status. For the person with hypoxemia and
hypercapnia, the established regimen of oxygen or other treatment is
suggested to be reassessed by ABG or oximetry every 1 to 2 months. With

exacerbation or illness of changing perimeters of function, closer monitoring
intervals may be warranted.

G. Conservation of oxygen.

1. Devices in use that may be considered by the treatment team or facility
includes: '

a. Transtracheal oxygen delivery system.
b. Reservoir mustache nasal prong.
c. Reservoir pendant nasal system.

2. Adjusting up to 50 percent of the volume of oxygen delivered or used can
be achieved with a decrease in overall expense but consideration has to be
made for safety or complication in the transtracheal use. Also of note is the
endurance or longevity factor associated with the pendant type product. It
may not be as cost-effective as the nasal prong as it is not as enduring.
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V. RESPIRATORY THERAPY: REVIEW FOR BILLING AS AN ANCILLARY
PEDIATRICS

A." Standards of Practice. The review process shall employ the Guidelines for
Respiratory Care Services and Skilled Nursing Facilities developed jointly by
the American Association of Respiratory Care and the American Health Care
Association. The pediatric criteria not found here shall be based on age
appropriate parameters obtained from current textbook baselines.

B. Technical abbreviations used in ltem VIlI-Respiratory Therapy.
FEVI-Forced Expired Volume after one second
FVC-Forced Vital Capacity

IPPB- Intermittent Positive. Pressure Breathing
MDI- Metered Dose Inhalers

PFT-Pulmonary Function Tests

C. Indications.

1. Provide direct management of the following:

Aersolized drug delivery.
Humidificaiton.

Secretion care management.
Tracheostomy care.

Oxygenation changes (when possible in conjunction with obtaining
ABG's or oximetry checks).

©oo o

2. Teaching resident self treatment of following:

(In pediatric care patient education is dependent on age and severity of the
physical and mental disabilities of the child):

a. Aerosol.
b. Breathing exercises.
c. Cough guidelines.

April 2000 Edition
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3. Ongoing treatment requires the following:

a. Specialty staff to assess response if new therapy.

b. Specialty staff if respiratory therapy service is beyond usual
nursing staff expertise (do the nurses provide the resident
respiratory therapist on weekends when respiratory therapist
is not available). ,

c. If chronic clinical condition or nursing care plan therapy,
documentation is necessary by the respiratory therapist and
physician to support ongoing necessity of therapist versus
nursing staff or resident administered therapy. '

4. For self administered system of therapy the following is required:

a. Resident must demonstrate proper-use of the equipment or medication
delivery system. '

b. Resident delivery system monitored by nursing staff.

. Respiratory therepaist intervention would be expected to drop when
metered dose inhalers and nebulizers are utilized as resident or nursing
staff can provide this therapy at the nursing care plan level.

5. The following situation may necessitate a respiratory therapist:

a. Initial MDI or nebulization treatments may be performed by ancillary staff
if no nursing staff is familiar with the mode of therapy. Should this occur,
the ancillary respiratory therapist is responsible for providing instruction
to nursing staff so that nursing staff can then provide MD! or nebulization
treatments safely.

b. If the pediatric patient has an acute or ongoing unstable pulmonary
problem, including deterioration in status, complex respiratory care
needs, frequent monitoring, weaning of modalities, complications of
primary disease or therapies.
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c. Aerosol Therapy.

g
(2
(3)

(4)
)

(6)

(7)

8)

©)

Physician must order the medication utilized for the delivery
system.- ' '

Mode of delivery or humidity needed may be determined by the
respiratory therapist in the initial setting.

The simpler modalities are as effective and can be given in the
absence respiratory therapist provided the facility staff are trained
and comfortable or available to do this. Verify by physician order
the acceptability of this process. ‘

Metered does inhalers (MDI) with or without spacers properly

- utilized.

MDI (if child is on dosage compatible) should be attempted in
bronchodilatior therapy as simpler for nursing and residents to
manage. o

Nebulizer (compressed air driven apparatus) should be utilized
when MDI is shown to be inadequate for the treatment of an -
individual clinical condition. It may also have to be utilized if a
specific drug is not available via the MDI system.

Nebulizer therapy can be performed safely by facility staff.
Nebulizer therapy can also be performed by the resident who is
capable of reliable self care when trained by respiratory therapist or
nursing staff. ‘It is reasonable to utilize the respiratory therapist
initially to verify resident reponse to nebulizer theapy but once
considered stable or nursing care plan then the facility staff ro
resident should assume nebulizer therapy responsibility.

IPPB (intermittent positive pressure breathing) has principally been
replaced by MDI or nebulizer therapy  as the acceptable delivery
system. It is no more effective than other equipment. If utilized
documentation should exist why other simpler and potentially less
complication associated mode care not utilized. This therapy would
potentially required a respiratory therapist beyond the initial phase
of administration.

The use of inhalers and bronchaodilator therapy should always be
supported by persistent symptoms and physical findings as well as
PFT (Pulmonary Function Test) if applicable. This information
should be found in the respiratory therapist's notes. Usually
documented is impairment of airway or lungs function and should
be considered greater than “mild” dysfunction. Criteria based on
PFTs is not usually feasible in the pediatric population due to the
inability to follow commands for inspiration, expiration or sustained
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apnea. PFT criteria is most applicable to adults and older,
cooperative children. PFT criteria for continued therapy is not
required for children who are unable to perform PFT accurately and

who require continued therapy because of the continued respiratory
problems.

(10) The frequency of treatment (MDI or nebulizers) should be

reasonable for the illness or clinical presentation. Generally,
aerosolized bronchodilator are given at intervals that correspond to
duration of effect of the drug or aerosol treatment. (Monitor

_significantly reduced PRN schedules as there could be question to

the need for the drug in this form of delivery frequency). Children,
however, may have respiratory problems which are very episodic
and presence of sporadically used respiratory treatments may often

be appropriate treatment for short-lived, episodic, respiratory
problems.

d. Monitoring Therapy.

1. Itis the physician’s responsibility to assess the plan of treatment and
document the resolution if short term therapy. In the event of a

chronic diagnosis the physician must document the reasonable
nature of ongoing therapy. ‘

- Inthe event of long term treatment the following information should

be available:

a
b

C.

. Annual Pulmonary Function Test (PFT) should be available.
. Peak flow rates-to serve as intermittent indicators to be

determined by the attending physician or respiratory therapist.

If accurate pulmonary function testing or peak flow rates are not
possible because the pediatric patient is unable to perform them,
documentation of the need for long term therapy can be made on

the basis of the frequency of acute episodes during the previous
year as described in the care record.

D. Respiratory staffing of neonatal and young children.

1. Older children or adolescents with pulmonary disorders amenable to active
respiratory treatment will require the intervention and monitoring of a
respiratory therapistin most situations. This is principally for the purspose of
addressing changing oxygenation needs and secretions clearing problems
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generally found in these residents.

2. Ifa plateau has been indicated via documentation then one could consider
transferring care to the facility staff for the uncomplicated, stable lung
disorder. This could encompass the following care needs:

a. Aerosal therapy.
b. Routine trach care.

c. Nursing care plan oxygen administration.

. 3. Nursing care plan service or plateau should be supported by documentation
in the ongoing nursing assessment and the respiratory therapist's notes.
The potential for changing to facility staff provided or supervised therapy
administration or delivery systems exists if resident is stable or nursing care
plan with chronic condition. This care provision change should be

considered less complex, less costly and should not adversely affect the
efficacy of the treatment.
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APPENDIX XIII

COMMONWEALTH OF KENTUCKY
CABINET FOR HUMAN RESOURCES
DEPARTMENT FOR MEDICAID SERVICES

Home Health Program

Vendor #

Agency Name

Agency Address

Patient's Name

CERTIFICAYJON FOR DISPOSABLE MEDICAL SUPPUYIES

Address

Jther Insurance

Jiagnosis

N/
\ /

//\‘

+.s IS to certify that the following medical supplies are esgBgtial to meet the medical needs of this recipient.

Indicate Directions for Use of the Supplies)

7 —

/ \

nticipated Duration of Need: : / 0-30 days

1-6 months

// Lifeﬁme

Indefinite

Date

License &

ust be signed and dated by the physician.





